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The purpose of this paper is simply to renew your acquaintance 
with the anatomical surroundings of the middle ear. The lesson 
cannot be heard too often or learned too well. With our increas- 
ing observations and broadening experiences in cases of infection of 
the middle ear and its adnexa, the facts emphasize themselves more 
clearly on our minds of the absolute necessity of a most minute and 
perfect comprehension of the architecture of the temporal bone. 
Knowing this, we are in a position to interpret signs that are not al- 
ways typical or classical of the so-called mastoid diseases, but with 
a less perfect understanding of the anatomy might be passed over 
lightly, or perhaps not recognized at all, when, in reality, we have 
going on some place or other in the temporal bone a process so de- 
structive and virulent that at most any moment a life might be sac- 
rificed. 

With this knowledge perfected as far as possible, we know when 
to interfere surgically, where to go and how far to go. With a perfect 
knowledge of this subject, no otologist of to-day stops at a Wilde’s 
incision in any case of mastoid disease aside from a periostitis. 

A more comprehensive view of this subject might best be attained 
by looking at the bone at the very beginning of life, and thus follow- 
ing its growth through its various developments. 


*Read at the Seventh Annual Meeting of the Western Ophthalmologic and Oto-La’ = 
logic Association, held at Chicago, April 10-11-12, 1902. 
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Morphologically, we have the ear bone made up of two parts, 
the auditory part, or so-called labyrinth, and the accessory parts, 
consisting of the auditory canal, tympanum, ossicles and Eustachian 
tube. 


Figure I.—Ear of Human Embryo, (Minot’s Embryology.) 


Studying the drawing shown here, see Fig. I., (taken from Mi- 
not’s Embryology), which represents a human embryo at three 
months, note that the tympanum is a small flattened cavity and a 
blind dilatation of the Eustachian tube. The auditory canal ex- 
tends much below it, and its walls are in apposition, but soon begin 
to separate by the accumulation of epithelium and wax. Just above 
the tympanum lies the malleus and the other ossicles. Note that 
these lie outside of the cavity of the tympanum embedded in a mass 
of embryonic connective tissue, which gradually atrophies so that 
at or shortly after birth it has entirely disappeared; the tympanic 
cavity thus develops around the ossicles. 
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At birth ossification has advanced sufficiently so that we have an 
incomplete ring of bone, called tympanic ring, forming part of the 
outer wall of the tympanum. Within this ring is inserted the drum 
membrane. From it, as a starting point of development, we derive 
our bony external auditory canal. Growing outward, as it does, 
it replaces the fibro-cartilage that forms the canal at birth. The de- 
ficiency in the ring above is supplied and filled in by the growth of 
the horizontal portion of the squamosa, another separate point of 
development. 

The mastoid portion of the temporal, practically absent at birth, 
although in some cases seen by me marked evidences of it were 
observed, develops from the petrous portion, and its anterior supe- 
rior part from the vertical plate of the squamous. 

The lines of union between these several parts are known as the 
squamo-mastoid and petro-squamous fissures, and they constitute 
very important structures and land-marks, as will be referred to 
later on. 


Owing to the absence of the mastoid at this time, of course we 
can have no series of mastoid cells. However, one cell is constant ; 
that is, the mastoid antrum. That exists already in prenatal life. 

The mastoid is at first composed of fine cancellated bone tissue. 
and at two years of age it has established itself as a-fairly well de- 
fined and distinct eminence, but no cells begin to appear until along 
the eighth or ninth year, with few exceptions, when the cancellated 
tissue gradually undergoes absorption, and in its place we have de- 
veloped a series of more or less well formed cells. These cells com- 
municate with one another and sprout, as it were, from the parent 
cell or antrum, gradually pushing themselves downward to the very 
_ tip, backward in some cases to the very margin of the parietal bone 
and sigmoid sinus, forward close to the wall of the external canal, 
inward beyond the plane of the digastric fossa, and upward in the 
squamous bone above the external meatus and even forward into 
the posterior root of the zygoma. 


Scarcely too much thought can be given to the study of the de- 


velopment, character and location of these cells. A thorough knowl- 


edge of them gives you the key to the entire subject of mastoid 
disease. 


By referring to the X-ray picture, (see Fig. II) these various 
points are beautifully demonstrated. . 


In order to obtain this picture, it was necessary for me to make 
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very thin sections of the dried specimen of the temporal bone. They 
were made with a Gigley saw, in the vertical plane, and about one- 
eighth inch thick. This exposed clearly every detail of the interior 
of the bone. The mastoid antrum and cells, and also the sigmoid 
and lateral sinuses were then painted with white lead, a piece of wire 
placed along the course of the facial nerve and the various sections 
were then glued together. 

The external appearance of the bone is not always an indication 
of its interior. The removal of its outer plate does not always de- 
termine the conditions further within. _ Not any more so than the 
absence of swelling and redness of the overlying soft parts being a 
negative indication of destruction within the temporal; for you all 
know that we may have marked involvement of the entire mastoid 
process going on in some cases to great disintegration of tissue, 
and even to the formation of brain abscess or sinus complication, 
without any marked external manifestation. 

Therefore, when armed with scalpel and chisel, we enter into the 
substance of the temporal bone, we should know what its make-up 
might be, where we must penetrate to find collections of pus, what 
we must avoid and the possible avenues by way infection might 
travel to neighboring parts. ; 

Let us look at the subject from the side of the operator, i. e., from 
without inward. If you have determined to operate in a given case, 
the approved and accepted plan is to go straight for the antrum, 
excepting in cases of periostitis and in pus collections external to 
the bone from a dissection of the pus along the auditory canal from 
the middle ear. From this cell as a starting point, we commence 
our exposure of all the cells that appear to be, or we have reason to 
suspect may be implicated in the diseased process. Here is where 
a comprehensive knowledge of their exact location is of the utmost 
value. Those cells located in the lower portion of the mastoid 
process are easily exposed to view. They may be found as far 
down as the very tip of the process and extend as far back as the 
temporal suture, and virtually surround the sigmoid sinus. 

Next, if necessary, work upward and forward to the cells often 
found well developed and located above the auditory canal, and even, 
in some cases that I have seen, in the posterior root of the zygoma. 

Then, investigate the condition of that series of cells found inter- 


nal and beyond the digastric fossa, and those posterior and behind 
the antrum. 
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For description see opposite page. 


Figure II. 


: 
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It is to be remembered that the structure of the outer portion of 
the mastoid gives no definite information as to the structure of the 
bone further within. The outer half may be ebonized, and sudden- 
ly you appear in a large cavity, as seen in a case of mine. Or just 
the opposite, the outer part may be pneumatic and within it may be 
sclerosed or diploic. In other words, the bone may be made up as 
a whole of either diploic, pneumatic or sclerotic bone tissue; or it 
can be a combination of any two or all. 

Again, the position of the more important structures adjacent to 
the antrum and its cells may differ in individuals to such an extent 
as to make anything like an extensive operation impossible, owing 
to the danger of injuring some one of them. The appearance of 
dense white bone within the field of operation will, in most every 
case, warn one of the immediate proximity of the Fallopian canal. 
containing the facial nerve, and of the sigmoid sinus. 

There are some specimens, and also cases on record where the 
sinus lies directly within the field of operation, so that exposure ot 
the membranous canal is really unavoidable. It is true these cases 
are very few, but it is a-contingency that must be looked for. 

Broca, in almost 200 operations, failed to find such a condition and 
expresses himself by saying that he does not think that there is 

an antrum that cannot be entered without exposing the sinus. 

The most dangerous point for finding such a condition lies di- 
rectly back of the antrum. The nearer we approach the tip, the 
less likelihood of injuring the sinus. 

This sinus, as you know, is the continuation of the lateral sinus, 
which makes the cycle of the intra-cranium from the Torcular hero- 
phili posteriorly along the attachment of the tentorium cerebelli to 
the base of the petrous bone. From here the sinus makes a sudden 
bend downward, forward and inward in an S-shaped manner, and 
then abruptly doubling upon itself, it leaves the intra-cranium by 
a large dilatation in the bone at the base known as the jugular fossa. 

From the description of the course of these sinuses, it will readily 
be seen that the lateral sinus is in close contact with the contents 
of both the cerebellar and the posterior cerebral fossae, while the 
sigmoid sinus is in contact only with the cerebellar fossa. At the 
point, where the lateral sinus bends to form the sigmoid is to be 
seen an opening, usually quite large, this is the entrance of the mas- 


toid vein, which penetrates the mastoid portion of the temporal 
to the outer surface. 


| 
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Where the tentorium cerebelli is attached to the superior border 
of the petrous bone we have another very important sinus, the su- 
perior petrosal. This sinus empties into the sigmoid at a point 
near its origin, and has its source from the cavernous sinus towards 
the apex of the petrous bone. Thus it will be seen that it traverses 
the floor of the middle cerebral fossa above the middle ear and an- 
trum. 


V. 


Figure III.—Showing the relationship of Venus circulation to Cranial Sutures and 
Ear. (Hermann’s Anatomy.) 


The cavernous sinus is a short, although large and very important 
venous channel lying at the side of the sella turcica. It connects 
with its fellow on the opposite side by way of the circular and trans- 
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verse sinuses. The vessels tributary to it are the, 1 superior and 
inferior ophthalmic veins ; 2 spheno-parietal sinus; 3 central retinal 
vein, and 4 inferior anterior cerebral vein. 

It empties itself, as I have already mentioned, in one direction 
by way of the superior petrosal sinus. In another direction it emp- 
ties into the internal jugular vein by way of the inferior petrosal si- 
nus, and again into the anterior vertebral plexus by way of the 
basillar plexus. For an illustration of these various sinuses see 
Fig. III. 

. Aside from all these main routes mentioned in the case of the 
various sinuses, they have outlets in the form of minute veins com- 
municating with the outside of the skull. 


Figure IV.—The cavernous sinus and its contents. (Hermann’s Anatomy.) 


Lying within and passing through the cavernous sinus we have 
the following structures ; the internal carotid artery with its sympa- 
thetic plexus, the third, fourth, sixth and ophthalmic nerves. The 
knowledge of all these things is of imperative importance to the 
otologist, for it is from the symptoms of an involvement of one or 
more of these sinuses complicating an ear disease that we determine 
just where the disease has reached and how it happened to get there. 
See Fig. IV. 

In the very young subject, the antrum lies much higher and less 
posteriorly in relationship to the middle ear than we see it in more 
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advanced subjects. One may sometimes be misled as to its exact 
location in the infant, provided the temporal ridge, that guide us- 
ually selected for locating the upper limit in operating, overhangs 
the meatus and lies low. The size of the antrum in the child com- 
pares favorably with that of the adult. On this account, and be- 
cause its depth is much less, as a rule, than in the adult, it is com- 
paratively easy to locate. 

Connecting the antrum on its anterior wall with the epitympanic 
cavity is a canal about 4 m.m. long called the aditus. 

The middle fossa of the brain lies just above and in close relation- 
ship to the antrum, aditus and epitympanum. The plate of bone 
separating these cavities is called the tegmen. This structure is of 
vast importance-on account of its often being the way infection en- 
ters the brain. Very frequently we find deficiencies in its develop- 
ment, and as a result we have only mucous membrane and dura 
separating the cavities of the ear from the brain. 

On the inner wall of the antrum and aditus is the horizontal semi- 
circular canal. Passing along the floor of the aditus and in a 
vertical direction outward is the Fallopian canal containing the fa- 
cial nerve. Lying just below and in a line with the aditus, but on 
the anterior wall of the tympanic cavity, is the opening of the Eus- 
tachian tube. The carotid canal lies to the median side of this 
tube in very close proximity—so close, in fact, that they often com- 
municate by a dehiscence. This fact should be borne in mind in 
bougiering of the tube. Lying underneath the floor of the tym- 
panic cavity is the jugular fossa. There are records of cases where 
communication has been established between these two cavities. 

From this very brief survey of the anatomy of the neighboring 
parts of the middle ear, let us look at the manner and ways in which 
infection may reach them from this point. The manner in which 
involvement of such parts may take place, can be said to be by two 
ways: I, by continuity of tissue, and 2, by way of blood and lymph 
channels, independent of, or associated with, but not dependent upon 
any previous ear trouble, as in case of syphilis and tuberculosis. It 
is only with the first that we are interested now. 

Involvement by direct continuity of tissue may take place from 
carious destruction. This is probably the most frequent means of 
implication, especially in the adult, and almost always in chronic 
cases. In the acute forms and in children this is probably less so. 
Other means of involvement are numerous. It might take place 
by way of the numerous emissary and communicating blood chan- 
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nels, or by way of a lymph or nerve channel ; and again, via a suture 
of dehiscence or a natural outlet. 

In the case of the antrum and mastoid cells, the aditus furnishes 
the avenue through which the infection travels. 

The petro-squamosal sinus, coursing along the superior surface 
of the petrous bone, is open in early life as a fissure, and at times 
exists as such in the adult, but otherwise is marked by many minute 
vessels. This, then, exposes the middle brain fossa to infection. 

The squamo-mastoid fissure persists in children and occasionally 
so in the adult, and may open up a means of infection of the cere- 
bellar fossa or sigmoid sinus. 


Fig. V.—Showing the relationship of the brain to the cranial sutures. (Hermann’s Anatomy.) 


The labyrinth is in the way for involvement by way of the oval 
and round windows; the former opening into the vestibule, may 
carry the infection out at the internal auditory meatus into the 
cerebellar fossa; the latter, opening into the cochlea, which has 
venous intercourse with the inferior petrosal and jugular sinuses. 

The lateral, sigmoid and superior petrosal sinuses, the jugular 
fossa, the temporo-maxillary vein and the venous system of the 
dura all have communication with the middle ear, and its cells by 
means of numerous little venous vessels. 

The entrance of the chorda-tympani nerve from the Fallopian 
canal and its exit through the canal of Huguier in the Glaserian 
fissure offers another avenue for infection to follow. 

Lastly, I would mention that the parotid gland and the lateral 
wall of the pharynx may become implicated in an infective process 
from the middle ear, owing to their anatomic relationship to the 
fissure of Glaseri. 

100 State St. 


THE RESULTS OF TREATMENT OF LARYNGEAL CANCER 
BY MEANS OF THE X-RAY.* 


BY D. BRYSON DELAVAN, M.D., NEW YORK. 


The suggestion that the X-ray might possibly prove an effective 
remedy for malignant disease has aroused universal attention. Dur- 
ing the past year series of experiments have been undertaken in 
all leading scientific centres and large numbers of observations 
have been made. The knowledge of this has not been slow in reach- 
ing the general public. Already the victims of cancer are clamor- 
ing to know whether or not the new remedy is an assured success. 
Their anxiety is natural, in view of the character of the disease it- 
self, and also in view of the acknowledged danger of disaster from 
loss of time spent in useless experimentation when, as far as we 
now know, early radical operation is needed to offer even a fair 
chance of cure.. What the X-ray itself is, or is not, how it should 
be applied, and what has been accomplished by it in other fields, 
it is not my purpose to discuss. 

During the past six months we have been repeatedly importuned 
by sufferers from laryngeal cancer as to whether in their cases 
the use of the X-ray would be likely to effect a cure. The answer 
has always been that the study of this thing was in its infancy, and 
that no reliable information concerning it was at hand. Feeling 
that the importance of the subject warranted the attention of this 
Association to it, and that we should try to discover as speedily 
as possible whether the method could be recommended or not, I 
have felt justified in presenting a few notes which will suggest the 
actual position of the question at the present time. In order te 
gain the necessary information I have studied recent literature for 
reports of cases, have attended several meetings at which the sub- 
ject was discussed, and have personally interviewed a number ot 
the leading experimenters. I regret to report that, to the best of 
my knowledge, up to the present time, not a single case of carcino- 
ma of the larynx has been reported as cured by the X-ray. Of 


*Read before the Twenty-fourth Annual Meeting of the American Laryngological Asso- 
ciation, Boston, Mass., May 28th, 1902. 
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several large institutions in New York City at which the X-ray 
is being used upon malignant cases in general, but one has had 
cases of laryngeal cancer. Here four cases have been treated; 
two, as I understand, with unsatisfactory results, and two still under 
treatment, showing some signs of improvement, but far from being 
cured. 

Dr. William J. Morton has treated for me a case of advanced 
malignant disease of the throat, originating in the larynx, with in- 
teresting results as to the effect of the treatment upon the mass of 
the growth. The patient died, however, from chronic Bright’s dis- 
ease after about twenty applications of the X-ray. Ina case of can- 
cer of the tonsil and lateral wall of the pharynx, shown me by Dr. 
Morton, the results thus far seem to be excellent. 

During the past three months this subject has been presented 
and fully discussed at three largely-attended meetings in New York 
City. Both meetings called out an unusually full representation of 
those practically interested and included leading experts from Bos- 
ton, New York, Brooklyn and Philadelphia. Not a case of cancer 
of the larynx was reported. I am unable to find that any cases 
have been reported from Chicago. 

Reviewing the literature of the subject, Pusey (Journal of the 
American Medical Association, April 12th, 1902), reports a large 
series of cases, in none of which the larynx was involved. Dr. Wm. 
B. Coley writes to me (May 19th, 1902): “I have tried to keep 
track of everything that has been published about the X-ray treat- 
ment of cancer, but thus far have not run across anything directly 
bearing upon laryngeal cancer. However, I do not see why the 
good results obtained in other localities should not be duplicated in 
the larynx.” 

Dr. Morton tells me that he is treating at present one epithelioma 
of the tonsil and lateral wall of the pharynx; one of the superior 
maxillary region following extraction of molar teeth; one of the 
cheek ; and one of the tongue. Improvement in all of these cases is 
taking place. 

From the meagre and fragmentary details which I have been able 
to secure, it would appear that no positive deductions as to the 
value of the X-ray in laryngeal cancer can be made until the 
method has been tried upon a larger number of cases than up to the 
present time have been treated by it. Moreover a considerable 


*Dr. F. H. Williams, New York Academy of Medicine, Meeting March 6, 1902. 


—— 
| 


DELAVAN: TREATMENT OF LARYNGEAL CANCER. 901 


period of time must elapse in the study of a given case before it 
can be pronounced cured. In the general results thus far obtained 
such diseases as lupus and various other lesions of the surface have 
responded more satisfactorily than have deeply-seated malignant 
growths. This appears to be true of laryngeal cancer, in which the 
effects of the X-ray have apparently been less satisfactory than 
in some other directions. 

In answer to the question “should the X-ray be resorted to for 
the treatment of cancer of the larynx” it is fair to say that with re- 
gard to inoperable cases, since much relief has been afforded in 
general cases of malignant disease and in the relatively few cases 
of cancer of the neck and throat in which it has been applied, the 
victim of advanced laryngeal cancer should be allowed the benefit 
of its use. 

On the other hand, in early cases of laryngeal cancer it has al- 
ways been a grave question whether any time whatever should be 
lost in experimentation. The universal opinion of the day is to the 
effect that Butlin’s plea for early radical operation is correct and 
that little else offers even a fair chance of safety. On the other 
hand, it is now stated that the benefits of the X-ray treatment are 
likely to make themselves quickly apparent, and that a fair trial 
of it might be made within a period of two weeks. This being true, 
we may safely conclude that, in the average case, where the pro- 
gress of the disease was not rapid and where a few days would have 
to elapse in any event between the time that the diagnosis of can- 
cer was established and the operation for its removal actually per- 
formed, it would be entirely justifiable to submit the patient to 
treatment by the X-ray. The same principle is already observed in 
the administration of iodide of potassium for the purpose of elim- 
inating the possibility of the local disease being due to, syphilis. It 
is certainly not going too far to assert that it should also be carried 
out with the X-Ray. That the method is a specific cure for cancer 
has not yet been proved. Without question, however, it possesses 
extraordinary possibilities which cannot long remain in doubt. 
What is now needed is the largest possible series of carefully re- 
ported cases, and an allowance of time sufficient to prove that the 
new treatment is capable of complete and lasting success. 

Case. S. C., aged 65, widower. Had syphilis twenty years ago. 
Has chronic nephritis. Is rheumatic. Voice became hoarse in 
February, 1901. Consulted me in November, 1901. At this time 
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there was a large mass, apparently epitheliomatous, springing from 
the right side of the larynx. There was much infiltration of the pos- 
terior commissure and beginning involvement of the opposite side 
of the larynx. The glands of the neck were involved on both sides, 
as was the inferior part of the lateral wall of the pharynx. The 
case was clearly inoperable, on account of the wide distribution 
of the disease, the condition of the kidneys and the age of the pa- 
tient. In order to eliminate the possibility of the lesions being 
specific, the patient was placed upon the iodide of potassium in 
moderate doses. The result of this was promptly disastrous, for 
within a few days he developed sudden oedema of the larynx with 
urgent dyspnoea and his life was only saved by instant tracheotomy. 
During the winter the growth in the larynx and neck increased 
enormously in size. In March he was placed under the care of Dr. 
Morton for treatment with the X-ray. He submitted to about 
eighteen exposures. After the first few treatments the growth 
seemed less tense and began to soften at its middle and to harden at 
one end. Soon the entire contour of the growth seemed to change. 
Later it seemed that the mass was breaking up, as there was a 
distinct attempt at the separation of one segment of it from the 
other. At this period treatment had to be abandoned and the 
patient shortly afterwards died from Bright’s disease. 

There appeared to be no doubt that the mass became smaller and 
softer after about two weeks’ treatment, and that the patient 
had been distinctly benefited. 

1 East Thirty-third Street. 


A CASE OF FOREIGN BODY IN THE BRONCHUS.* 
BY F. E. HOPKINS, M.D., SPRINGFIELD, MASS. 


Late in the evening of February 5, 1902, I was called by Dr. 
G. B. Woods, of Springfield, to see a patient who was said to have 
drawn a foreign body into her trachea. The patient, a girl of fif- 
teen, while skating and carrying between the lips a pestilent toy 
called a squawker, had drawn it through her larynx. This toy 
consists of a wooden tube, two inches long, somewhat tapering, 
and its greatest diameter is 7-16 of aninch. To the smaller end is 


attached a bag of thin rubber, which is inflated by blowing through 
the tube. A reed is fixed over the tube so that as the air is ex- 
pelled, by the contracting bag, a strident sound is produced. The 
dimensions of the collapsed bag of this paticular toy are, length 
13% inches, width 1% inches, with an average thickness of about 3 
of an inch, the whole forming a body of considerable size. The 
manner in which the accident occurred is of interest. A compan- 
ion annoyed by the noise, had threatened to destroy the toy, when 
daring him to do so, she put it into her mouth and ran away laugh- 
ing. The wide-open larynx and the extra deep breathing, caused 


“Read before the Twenty-fourth Annual Congress of the American Laryngological Asso- 
ciation, Boston, May, 1902. 
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by the violent exercise and the laughing, were an irresistible invi- 
tation to the foreign body, which shot through the larynx into the 
trachea, rubber end first. Dyspnea was at once most urgent and 
the girl was quickly taken to the office of Dr. Woods. By the 
time I reached the doctor’s office there were short intervals of com- 
paratively easy breathing followed by spasms of alarming dyspnea. 
No foreign body could be seen on examining the larynx, but the 
mucous membrane of the trachea was of a peculiar color, evidently 
stained by the coloring matter of the wood part of the toy. On 
examining the chest it was found that the movement of the right 
side was much restricted. The reason for this appears in the lo- 
cation of the foreign body. I interpreted the spasms of dyspnea 
as being due to the movement of the foreign body in the trachea, 
believing it was thrown up against the larynx by coughing, and 
that its position, together with the spasmodic closure of the lar- 
ynx caused by its presence, accounted for the threatening dyspnea. 
It is quite possible,however,since the toy lay in the right bronchus 
with the open end up, that air entered in inspiration, distended the 
bag, and thus for the-time completely closed this bronchus. The 
girl’s condition appeared so desperate that preparations were at 
ence made to take her to the Springfield Hospital, where Dr. D. J. 
Brown, surgeon on duty, performed tracheotomy. The patient 
tcok the anesthetic badly because of the difficulty in breathing. The 
embarrassment to respiration was much increased on lying down, 
and the anesthetic had to be given with the patient almost in the 
sitting position. When placed upon the table and the head low- 
ered for operation, respiration wholly ceased. Tracheotomy was. 
hastily done and artificial respiration resorted to. The breathing 
was carried on with the utmost difficulty and for a period which 
seemed interminable the only sign of life was a more or less feeble 
pulse. Believing the foreign body to be in the trachea, I first in- 
troduced a short pair of forceps through the tracheal opening, but 
found nothing. A long pair of-tracheal forceps was then carried 
down into the left bronchus, but to no purpose. The search into 
the right bronchus was more successful, for the forceps seized a lip 
of the open end of the tube and the toy was withdrawn. 

A more careful examination and more deliberate planning would 
perhaps have resulted in a more prompt removal of the foreign 
body; but the patient’s condition was so desperate that we all 
worked hastily, doing the thing which seemed urgently necessary 
at the moment. The tracheal wound was closed and beyond some 
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difficulty in breathing, for a few hours following operation, the pa- 
tient’s recovery was uneventful. 

The subject of foreign bodies in the air passages has been re- 
cently and exhaustively presented by the members of this associa- 
tion. I believe it will be well, however, to reveal the possibility 
of direct examination of the bronchus, and thus of securing the ad- 
vantage of observation of the foreign body in situ, facts which 
were presented in Dr. Coolidge’s (1) paper, read at the Chicago 
meeting in 1899, and well illustrated in the case he reported. Then, 
too, there is a certain satisfaction in turning from the somewhat 
excited and hasty action involved in my case, to the deliberate and 
scientific methods there referred to. I will note briefly also from 
two such cases reported by Killian and H. von Schrétter, since 
they are illustrations of the possession of a rare and inspiring tech- 
nique, 

In Dr. Coolidge’s case you will recall that a hard rubber trach- 
eal tube had become detached from its shield and dropped into the 
right bronchus. The tracheal opening was enlarged downward; 
a urethroscope introduced and pushed downward to near the bifur- 
cation. By the aid of reflected sunlight, the foreign body could be 
seen in the right bronchus, its upper end being about one-half inch 
below the bifurcation. It was removed by a long pair of alligator 
forceps passed through the urethroscope serving as a speculum. 

In the case reported from Killian’s clinic, (2) a piece of bone in- 
spired while eating, lodged in the right bronchus. The foreign 
body was seen by means of Kirstein’s instruments. It was found 
that the patient could tolerate a tube in the larynx, and through 
this by means of a long pair of tube forceps the bone was removed. 
It measured eight by fourteen by seventeen millimeters. 

Schrétter (3) also has removed a foreign body from the right 
bronchus through the natural passages. The patient, a boy 12 
years old, had inspired a lead seal. It was located by the X-ray 
as being at the right of the sternum and at the level of the fourth 
rib. Direct examination of the bronchus showed it to be in the 
second division of the right bronchus. A long pair of tube for- 
ceps with a Schrétter handle was passed into the bronchus under 
visual guidance, and the foreign body removed. The disc of 
lead was eight millimeters in diameter, All these patients made 
perfect recoveries. 
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DISCUSSION. 


Dr. E. Mayer said that, in his opinion, the tracheotomy should 
be done under local anesthesia, for, if this plan were adopted, an 
anesthetic could be more safely administered through the open 
trachea, and the exploration for the foreign body could be car- 
ried on with less danger. In a case of his own, which had been 
briefly reported during the past year, a child had drawn in the 
nasal tip of an atomizer. The speaker said that when he had 
first seen the child the symptoms presented were not marked, and 
there was some doubt about the foreign body having been drawn 
into the respiratory tract at all. Two days later, however, dysp- 
nea became urgent, and he then rapidly anesthetized the child with 
chloroform and did a tracheotomy, but the child ceased breathing 
and died. The foreign body was found and pushed forward from 
within the larynx. This unfortunate experience had taught him 
the importance of local anesthesia in this class of cases. 

Dr. Price-Brown reported a case in which the anesthetic proved 
to be of direct benefit. The patient was a child of ten months, 
who was found to be crying and choking. Something had been 
removed from the throat, which was said to be a flat piece of wood 
about half an inch square. There were several recurring attacks 
of urgent dyspnea, and the physician in attendance was in doubt as 
to the true condition present, and hence the speaker was called 
in after twenty-four hours. Dr. Brown could find nothing at the 
time. Three or'four hours afterward he was hastily. summoned 
with the statement that the child was dying. The case at that time 
appeared to me purely one of dyspnea from obstruction in the lar- 
ynx. A large roll was placed under the child’s neck with the in- 
tention of perfoming a low tracheotomy. While the anesthetic 
was being administered the dyspnea and cyanosis passed away. 
He then performed tracheotomy, but could find no foreign body. 
A tube was inserted and the child breathed comparatively well. The 
next day it was stated that there had been one or two very slight 
and transient attacks of dyspnea. The tube was left in for four 
days, and during this time the temperature slowly rose to 101° F. 
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He allowed the tube to remain in for this length of time because of 
the smallness of the child and his desire to secure a larger opening. 
Examination after two days showed no respiratory murmur in the 
right lung, and the same condition prevailed up to the fourth day, 
indicating that a foreign body had become lodged in the right 
bronchus. On that day he took out the tube, and the child while 
coughing, expelled a long grain of corn. His idea was that the 
intense dyspnea at the time of operation was caused by lodgment 
of the foreign body immediately below the vocal cords, as the re- 
sult of an attack of coughing—that the anesthetic relaxed the spasm 
—and that the elevated position of the neck enabled the grain to 
slip down to the bronchial tube before the trachea was opened. 
The reason the dyspnea was so slight while the tube was in position 
was, that the foreign body during coughing could not reach the 
cords. Although it had remained so long in the respiratory pas- 
sages, there was no evidence of germination. The child made a 
good recovery. 

Dr. H. L. Swain said that he had seen a case in consultation 
cf a child of thirteen months, who had presumably swallowed a 
part of a peanut. There were all the symptoms of.a foreign body 
in the trachea or lungs. The body seemed to change its position 
from hour to hour, as judged by symptoms, but was never defi- 
nitely located. When first seen by him the child had a tempera- 
ture of 104° F., and he thought it unwise to give an anesthetic, 
believing that it would almost surely result in pneumonia. The 
case continued about the same way for about five months, and 
then about half of the meat of a peanut was expelled, and, strange 
to say, it did not show any distinct softening. He was surprised 
that so large a foreign body could have remained without giving 
tise to definite signs of its presence and location. 

Dr. D. Bryson Delavan said that Dr. Hopkins’ case was one of 
the most extraordinary on record, as the foreign body appeared 
to be the largest that could be inhaled into an undeveloped larynx 
and trachea. Experience had taught him that in such cases an- 
esthetics were dangerous, chloroform, administered with great cau- 
tion, probably being the safest. The necessity for an anesthetic 
in such a case as-Dr. Hopkins’ was obvious. 

Dr. A. Coolidge, Jr., said that when he reported his case at the 
meeting in Chicago he stated that the possibility of inspecting the 
trachea and bronchi by direct illumination seemed to him to have 
a most important bearing on the question of operation for inhaled 
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foreign bodies. It is much safer to make an attempt to remove 

such a body than to leave it there. A tracheotomy is not a very 

dangerous operation, and having been done, exploration of the 

bronchi is a simple and easy matter. In most cases the chance 

of finding the foreign body by direct illumination of the bronchi 

is very good. In the discussion of his paper one argument pre- 

sented against immediate exploration for a foreign body was the 

report of a series of cases in which the foreign bodies had been 

coughed up some weeks after having been inhaled. On the other 

hand, ‘a certain number of cases occur each year in which septic 
pneumonia or some other serious trouble develops in the lung after 

the inhalation of a foreign body, the latter having been allowed to 

remain. When it was nécessary for the surgeon to fish around in 

the bronchi in the dark with long forceps the matter was entirely 

different, and a waiting policy was perhaps preferable. The tol- 

erance of the bronchi to foreign bodies is often very marked. A 

year ago he had seen a man with a dime lodged in the respiratory 
passage. An unsuccessful attempt had been made a few hours. 
before to extract it by tracheotomy and forceps. He found that 

the speculum could be passed and the foreign body extracted by 
direct illumination without any reflex disturbance, although no lo- 
cal anesthetic was used. In another recent case, a child had sev- 
eral days previously inhaled a hatpin, two inches long,. with a rath- 
er small head. There was entire absence of respiratory symptoms, 

but following the lead of the X-ray, the bronchus was explored by 
direct illumination through a tracheotomy incision and the foreign 

body was quickly found and removed. Regarding the question of 
anesthetics, in view of the fact that the trachea and bronchi are so 
tolerant, it may not be necessary to use anything but a little cocain 
for the performance of the tracheotomy. Dr. Meyer suggests that 

the trachea should be first opened and then a general anesthetic 
given; but in many cases, especially self-possessed adults,-no gen- 

eral anesthetic is needed for exploration of the bronchi. The ex- 

traction of foreign bodies, through the natural passage is a refine- 

ment which is certainly worthy of consideration from a cosmetic 

standpoint, but the danger of such a procedure except in the most 

expert hands would be fully as great as through a tracheal opening, 
and the difficulties very often much greater. It would be useless 

to attempt it unless there were at hand a full supply of specially 
adapted instruments. 


Dr. W. K. Simpson said that the discussion had already brought 
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out very distinctly the important elements of success in these cases. 
The chief points were the promptness with which the patient was 
seen and the condition of the patient. It was, of course, import- 
ant to know the size of the foreign body and its exact location. If 
the foreign body were small and making excursions in the trachea, 
the use of the O’Dwyer cylindrical foreign body tube was an ex- 
cellent means to secure the coughing out of the intruder. These 
tubes have no swell upon them, and when inserted into the larynx 
extend well down to the trachea. The procedure was one well 
worth bearing in mind. 

Dr. Hopkins closed the discussion. He said that the objections 
against the use of general anesthesia were strong ones, and ought 
always to be borne in mind. The reason for its employment in 
this case was that the patient was an untrained, excitable shop 
girl, and would probably have proven unmanageable under local 
anesthesia. Regarding the passage’of so large an object through 
the larynx, a probable explanation is the position in which the toy 
lay in the mouth. It was held with the rubber end toward the 
throat. This broad enlargement acted as an open umbrella in the 
strong draft of suddenly inspired air and helped to draw the toy 
downward into the bronchus. 
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CARCINOMA OF THE EPIPHARYNX.* 
BY HANAU W. LOEB, A.M., M.D., ST. LOUIS. 


In studying carcinoma of the epipharynx, I exclude all cases 
which originate from the nose, tongue, tonsils or lower pharynx, 
assuming that in such instances the disease in the epipharynx is 
simply an extension or a metastasis. All the cases collated cannot 
be considered strictly as primary, yet the original seat of the pro- 
cess is so obscured in such cases that it cannot be definitely de- 
termined either by the symptomatic progress or by postmortem, 
In this way we distinguish between carcinomata already recognized, 
which extend to the epipharynx, and those which appear in the 
epipharynx without any previous clinical evidence of their exist- 
ence, 

A glance at the literature of epipharyngeal carcinoma demon- 
strates how uncommon it is, whether we view it from the stand- 
point of a primary or a secondary process. Many monographs, 
text-books and papers which treat of conditions which should in- 
clude carcinoma of the epipharynx, refrain from any mention of 
its existence, pass it by with a word or describe its occurrence 
superficially, at the same time admitting that the author has never 
seen a case. 

Kronlein (1) in 900 cases of cancer, observed cancer of the 
pharynx 61 times, and of these only 2 were of the epipharynx. 

Joel (2) writing upon neoplasms of the nasal cavities and epi- 
pharnyx, dismisses this part of the subject by stating that sarcoma 
and carcinoma of the epipharynx are fortunately uncommon and 
that, by extension to the brain or metastasis, they rapidly result in 
death. 

Schech (3) reports that he has seen 17 cases of malignant dis- 
ease of the pharynx, of which 4 involved the epipharynx, all being 
sarcomata, 

Mikulicz (4) states that carcinoma and sarcoma of the epipharynx 
are exceedingly uncommon, and that Gerard Marchant does not 
even mention them in his treatise. Out of 40 references given by 


*Read at the Seventh Annual Meeting of the Western Ophthalmologic and Oto-Laryngo- 
logic Association, Chicago, April 10, 11 and 12, 1902. 


—910— 


LOEB: CARCINOMA OF THE EPIPHARYNX. 911 


this author upon cancer of the epipharynx, only four or five bear 
upon carcinoma. The same writer gives 170 references to ma- 
lignant diseases of the meso- and hypopharynx. - 

W. Watson Cheyne (5) in the Lettsomian lectures on the Objects 
and Limitations of Operations for Cancer, reports, in extenso, three 
cases of sarcoma of the epipharynx, but not a single case of car- 
cinoma. 

Politzer (6) has seen five cases of epithelioma of the Eustachian 
tube, but in every case the disease spread from the tongue and 
superior maxilla. 

Morris Schmidt (7) states that he has never seen a case of pri- 
mary carcinoma of the epipharynx. To show the infrequency of 
epipharyngeal carcinoma, compare the foregoing with the num- 
ber of malignant growths of other portions of the respiratory tract, 
observed by this author. In the ten years ending in 1894, he saw 
6 sarcomata, 5 carcinomata and 2 lympho-sarcomata of the nose, 
I angiosarcoma and 1 sarcoma of the epipharynx, 2 sarcomata and 
16 carcinomata of the mesopharynx; 3 sarcomata and 75 carcino- 
mata of the larynx, and 2 carcinomata of the trachea. 

Bosworth (8) collects five cases from the literature previous to 
the publication of his book. Close investigation shows that at 
least three do not properly come under our category,-as there was 
extensive involvement of the other regions of the pharynx, larynx, 
superior maxilla and neck, and there is more or less doubt as to 
diagnosis. However, as most writers quote these cases upon Bos- 
worth’s authority, they are included in the tabulation of cases. 

Bosworth himself only saw one case up to the time when his 
work appeared. : 


Martin Mulfarth (9) mentions only seven cases, the six cited by 
Bosworth and an additional one reported by Fox. 

Schreiber (10) makes only a single reference, the case of Fox. 

Jackson (11) collects fourteen cases which he terms primary: 
carcimona of the nasopharynx, however, while they come under the 
classification which I have made, they cannot all be considered 
primary. For instance, the five cases which Bosworth found in the 
' previous literature of the subject are included in his table. 

Gibb (12) includes only nine under this designation, leaving the 
six cases of Bosworth entirely out of consideration and adding the 
case of Kuh, 

It is therefore quite manifest that carcinomata of the epipharynx 
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are to be classed among the rarest of affections and while the dis- 
ease far more frequently attacks near-by structures and organs, 
such as the superior maxilla, tonsils, middle ear, nose, meso- 
pharynx, tongue and larynx, extension to the epipharynx is ex- 
ceedingly uncommon. 

The case which I now report is the only one which I have ob- 
served in my whole practice and deserves some place in the litera- 
ture of the subject, in that it was far more rapid in its course 
than any whose description is at my command, and in that the 
progress of the growth could be well mapped out by the symp- 
toms as they appeared one by one. 

Mrs. D. C. H., aet. 40, consulted me on October 29, 1901, at the 
instance of Dr. Bransford Lewis. Her symptoms had been pres- 
ent for six weeks, and although they had developed rather sud- 
denly, they had become gradually worse. She attributed the con- 
dition present to a cold which she said she had taken at that time. 
These symptoms were sudden deafness, tinnitus, nasal obstruction 
on the right side, bloody fetid discharge from the right naris and 
from the epipharynx. These symptoms had all increased until, 
when she consulted me, they had become very annoying. In addi- 
tion she suffered from time to time from slight pain in the region 
of the right side of the throat, running towards the ear, teeth and 
occiput. There was some obtundity of olfaction, but no interfer- 
ence with the sense of taste. 

Previous history was entirely negative as she had never been sick 
but once, two years ago, when she had a mild attack of grip. She 
had never been subject to headaches or acute attacks of coryza. 

Family history showed nothing of interest. 

Examination. There was slight but easily discernable paresis of 
the right facial, involving the branches distributed to the muscles of 
the mouth. The right orbicularis palpebrarum and the right eye 
muscles were apparently unaffected. Tongue was unaffected but 
the right side of the palate was, but slightly movable. Left nostril 
was unobstructed and normal. Right nostril contained bloody dis- 
charge which came from the posterior portion of the nasal fossa, 
otherwise presenting nothing of interest. Examination of the epi- 
pharynx was easy and showed the left side entirely free from any- 
thing abnormal. On the right side was found a growth involving 
and including the Eustachian tube and extending along the lateral 
wall of the pharynx to the posterior wall and roof, but not the 
latero-anterior wall and posterior naris. 
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The mass was surrounded by an inflammatory area which, how- 


ever, did not extend beyond the median line. Mesopharynx, hypo- 
pharynx, larynx, bronchi, heart and lungs showed no signs of dis- 
ease. The closest examination could reveal no evidence of syphilis, 
recent or old. 

Examination of left ear, negative. Right ear, membrane tympani 
greatly retracted, some injection of the vessels of the hammer. 
Whisper heard one-third of a meter from the ear. 

There were four possibilities which were to be considered by way 
of differential diagnosis, viz., syphilis, tuberculosis, benign and 
malignant neoplasms, a view concurred in by Dr. Goldstein who 
saw the case in consultation. 

To differentiate these conditions, a portion of the growth was re- 
moved and subjected to microscopic examination, while the patient 
was immediately put upon the iodide of sodium, although there was 
absolutely no history or suspicion of syphilis. The iodides were well 
borne, and the dose was consequently speedily increased to 55 
grains three times a day, without, however, causing the slightest 


improvement. In fact, the patient grew worse day by day. The 


unilateral nasal obstruction which had been partial became com- 
plete, the deafness anu tinnitus increased, the facial and palatal 
paralysis became more marked, the tumor increased in size and 
showed evidence of ulceration over the posterior surface of the 
tube and above all the pain increased to such an extent that it 
became almost unendurable. Within a few weeks after I saw her, 
two enlarged posterior cervical lymphnodes appeared on the right 
side. 

She began to lose flesh and strength quite rapidly. - 

On December 5th she took to her bed and, from that time on, 
the symptoms rapidly increased in severity, the pain requiring fre- 
quent administration of morphine. December 14th, complete par- 
alysis of the left upper and lower extremities appeared, intense 
right-sided sialorrhea, mild delirium and coma; exitus lethalis, De- 
cember 2ist, less than fifteen weeks after the first symptom mani- 
fested itself and less than two months after she consulted a physi- 
cian. 

Dr. B. Meade Bolton makes the following report of the micro- 
scopic findings in the specimen removed: 

A small friable mass, about the size of a pea, dark red color, Al- 
though the bit of tissue was so small, it proved sufficient for diag- 
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nosis, since it showed in mounted sections the characteristic struc- 
ture of a carcinoma. ; 

As was to be expected from the soft consistence, the connective 
tissue stroma was not abundant. The walls of the alveoli were - 
for the most part thin. The alveoli in most of the sections were 
the ordinary oval or polygonal spaces filled with large epithelial 
cells. In some of the sections, cross sections of the glands were 
found filled with cells of the same type. It is possible that the 
tumor arose from the glands, though the adenomatous character 
was hardly pronounced enough to constitute an adenocarcinoma, 
Some of the sections showed more evidence of fresh inflammation 
than others, though this was not lacking in any of them; some of - 
them in fact showed little else than round-cell infiltration. 


EXPLANATION OF THE SYMPTOMS. 


' Pain. The close relation of the tumor to the otic ganglion, the 
closure of the Eustachian tube and its involvement in the tumor 
mass, the possible involvement of the Gasserian ganglion and the 
eventual intrusion into the cranial cavity account for the pain both 
as to its inception and later progress. 

Paralysis of the facial. Just how the facial became involved is a 
very interesting question. Whether the mass grew towards the 
parotid where the facial lies or along the Eustachian tube and the 
petrous portion of the temporal bone towards the stylo-mastoid 
foramen, it is impossible to say in the absence of an autopsy. In 
all probability the earlier manifestations were due to pressure more 
towards the distal portion of the nerve, while later the growth ap- 
proached the nerve more centrally and thus influenced a larger 
number of fibres, thereby accounting for the later appearance of 
paralysis of the orbicularis palpebrarum. 

Paralysis of the palate was very likely due to the pressure on or 
involvement of the right vidian which conveys many of the fibres 
which are distributed to the levator palati; however, the tumor it- 
self may have included the palatal muscles and in this way caused 
loss of motion. 

Hemiplegia. The occurrence of this symptom, a week before 
death, is the evidence of pressure on the motor centers of the right 
cerebrum induced by an inflammatory exudate, abscess, by, the 
growth itself, or possibly by a meningitis. 

Tinnitus and deafness. The explanation is evident. 

Nasal obstruction. Manifestly this was due to the presence of 
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the growth in the epipharynx and not to any growth or swelling 
in the nose itself. The examination clearly showed that the growth 
did not originate in the naris, a point of considerable importance 
in identifying its habitat. 

Siallorrhea. Probably due to late involvement of the chorda 
‘tympani nerve. 


LOCATION AND EXTENSION OF GROWTH. 


From the symptoms as thus explained, it is quite possible to map 
out the location of the growth and the direction it took in its 
progress, 

As has been stated, the growth included, within it, the orifice of 
the Eustachian tube. It doubtless grew upwards towards the fora- 
men lacerum medium, where it came into relation with the vidian 
and where it probably entered the cranial cavity and involved the 
Gasserian ganglion or its branches. The severe pain which was so 
well localized throughout the distribution of the fifth nerve could 
hardly be ascribed to any other cause. If the muscular branch of 
this nerve was affected, it must have been late in the disease. 

The tumor then, I assume, grew from its original seat.through 
the foramen lacterum medium into the cranial cavity, and along the 
Eustachian tube and inferior border of the petrous portion of tlie 
temporal bone, where it could come into relation with the facial and 
its branches the chorda tympani and large superficial petrosal, 
which according to the clinical evidence were affected. That there 
were not symptoms of paralysis of other cranial’ nerves, is easily 
explained by the early death of the patient, before extension to their 
points of exit occurred. 


REVIEW OF THE LITERATURE. 


A review of the reported cases is instructive, as to the progress 
of the affection, the appearance of the symptoms and the extension 
to adjacent structures. The cases, twenty-nine in number, are pre- 
sented in the chronologic order of their report. 

Case I. Durand Fardel (13) reports a case associated with tu- 
mors of the neck and face and involving the pharynx and epiglottis 
and originating from the soft palate. The tumor according to the 
reporter proved to be a scirrhus. The patient, a man, aet. 75, died 
from exhaustion. 

Case II. Maisonneuve (14). Several operations were performed 
in this case, a man, aet. 50, one of which was extirpation of the 
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superior maxilla. The carcinoma in the epipharynx was very likely 
secondary. The tumor was found attached to the base of the oc- 
cipital bone and to the body of the sphenoid. 

Case III. Lotzbeck (15) details an interesting case of carcinoma 
of the basis cranii with metastasis in the thyroid and inferior max- 


illa. The patient, a woman, aet. 37, suffered from severe head- 


ache, amblyopia and eventually amaurosis of the right eye. The 
growth involved the lesser wing of the sphenoid as far as the edge 
of the petrous portion of the temporal bone had occupied the space 
between the crista galli, the foramen magnum, foramen ovale and 
foramen rotundum on the left. Below, the growth extended be- 
tween the mastoid and pterygoid processes and the condyle of the 
occipital on the right side, reaching to the left as far as the fora- 
men lacerum medium and the foramen ovale. The sphenoid and 
the basillar portion of the occipital were entirely destroyed. The 
writer does not mention that a histologic examination of the tumor 
was made. 

Case IV. Flour (16). A woman, aet. 30, had noticed for some 
years a small tumor on the right side of the neck which had rapidly 
increased in size, although for several years previously it had been 
quiescent. A tumor which sprang from the base of the skull ob- 
structed the right posterior narie. From the pressure of the neck 
tumor upon the vagus, paralysis of the right side of the larynx re- 
sulted, and contraction of the pupil from a similar involvement of 
the sympathetic. No microscopic examination was made. 

Case V. Assaky (17) reports a case which occurred in the prac- 
tice of Polaillon, one in which there was a tumefaction involving the 
temporal, mastoid and masseteric regions. This was increased and 
a great quantity of pus withdrawn. The patient had paralysis of the 
right facial with deviation of the tongue and palate and of the 
orbicularis palpebrarum, pain on mastication, obtundity of taste, 
labored respiration. Saliva was amphichromatic. Author main- 
tained that there was complete paralysis of the facial and of the 
spinal accessory and partial paralysis of the glosso-pharyngeal, 
pneumogastric and hypoglossal. Pain was incessant over the whole 
head. On autopsy the atlas was found completely destroyed and 
the foramen lacerum posterius was invaded, explaining the paraly- 
sis of the spinal accessory, pneumogastric and glosso-pharyngeal. 
Microscopic diagnosis, carcinoma probably originating from the 
middle ear. 

Case VI. Schmidt (18). In the patient, a man, aet. 65, a smal 


LOEB: CARCINOMA OF THE EPIPHARYNX. 917 


cell medullary carcinoma was found occupying the whole vault of 
the pharjnx. The tumor:which was richly supplied with cells was 
the subject of several superficial ulcerations. The mass was re- 
moved by Gussenbauer’s operation, the base of the growth being 
curetted, and treated with the thermo-cautery. A recurrence took 
place in one month, appearing in the left choana, perforating the 
cicatrix in the hard palate on both sides of the maxillary sinus. 
For this, the surgeon resected the greater portion of both superior 
maxillas as far as the orbital plate. Recurrence took place in two 
weeks and the patient died one week later. 

Case VII. G. Seppilli (19) reportes a case of cancer of the 
pharynx extending to the left fossa media of the cranium, causing 
atrophy of the cells. of the left superior cervical ganglion of the 
sympathetic. 

The patient was a woman 58 years of age, who five years pre- 
viously observed a tumor in the region of the left maxillary. The 
patient became morbid, often spoke of committing suicide, and was 
therefore placed in an insane asylum. The essential symptoms of 
the disease consisted in contraction of the left pupil and of the left 
palpebral fissure, paralysis of the left abducens, decrease of the 
sensibility to warmth, pain of the skin of the entire left side of the 
face and head, decrease in hearing of the left ear, and mild decrease 
of the caradic excitability of muscle and paresis of the lower 
branches of the left facial muscle supply; finally loss of taste of the 
entire left half of the tongue, atrophy and decrease of the electro- 
muscular excitability, and double anosmia, which was, however, 
more pronounced on the left side. Besides these symptoms, a re- 
sisting tumor the size of an apple was found in the upper cervical 
triangle, that appeared to press upon the vertebral column, and 
within corresponding to a light bloody tumor on the posterior and 
outer side of the left half of the pharyngeal cavity. While the 
patient was in the asylum a high degree of cachexia developed, and 
after numerous attacks of neuralgia in the paralyzed half of the 
head, she finally succumbed to severe hemorrhage of the pharyn- 
geal tumor. She was in the asylum about three months. 

Sepilli states that the contraction of the pupil and the palpebral 
fissure was due to the disease of the superior cervical ganglion of 
the sympathetic; the painful anesthesia and the loss of taste in the 
anterior two-thirds of the left half of the tongue to the disease of 
the extra-cerebral branches of the fifth cranial nerve, and of the 
Gasserian ganglion: the paralysis of the muscles of the eye to the 
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intracranial disease of the abducens; the hemiatrophy aud the loss 
of taste in the posterior third of the tongue to the intracranial 
disease of the hypoglossal and glossopharyngeal. The loss of 
hearing and the anosmia were traced back to the compression of 
the Eustachian tube and to the occlusion of the posterior nares on 
account of the new growth. ' 

Furthermore, the cachexia, the swelling of the neighboring lym- 
phatic glands, the rapid course and the hemorrhage made a carcin- 
‘omatous disease probable and therefore warranted the diagnosis of 
a primary cancer of the left side of the pharyngeal mucous mem- 
brane, extending to the middle cranial fossa and to the nerves and 
lymphatic glands of the left side of the throat. The autopsy en- 
tirely confirmed this supposition. It is perhaps worthy of mention 
that the facial was wholly intact and the symptoms that led to the 
suspicion of paresis of the same, are believed by the author to have 
been caused by atrophy of the muscles, which resulted on account 
of disease of the sympathetic and the trophic fibres of the cervical 
ganglion. 

Case VIII. Bosworth (8) reports a single case from his own 
practice of medullary carcinoma attached to the base of the skull. 
For two years the patient, a woman, aet, 59, had had nasal stenosis 
attended with an unpleasant discharge of a muco-purulent character 
and sometimes containing blood clots. Eight months before a 
large mass of swollen lymphnodes appeared on the neck, somewhat 
nodular and irregular, but not painful. Rhinoscopic examination 
revealed an irregularly-rounded grumous-looking mass in the 
pharyngeal vault hanging down over and occluding the posterior 
nares. A mass of the size of a walnut was removed with a snare 
giving entire relief from the stenosis. After further removal of 
small masses, the enlargement of the lymphnodes decreased, but 
increased later again, after which superficial ulceration appeared. 
The patient became cachectic and brain symptoms such as somno- 
lence, occasional lapses of semi-consciousness and stupor mani- 
fested themselves, death supervening from exhaustion. 

Case IX. Sidney Allan Fox (20) reports the case of a man, 40 
years old, who was thin, nervous and cachectic, unable to sleep at 
night on account of inability to breathe through his nose, and on ac- 
count of mucus dropping into his throat. The hearing was much 
impaired, and he complained of rumbling noises in the ears. He 
was diplopic at times. The odor from the naso-pharynx was some- 
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times fetid. Examination showed a cauliflower growth in the epi- 
pharynx. The lateral walls of the pharynx as well as the posterior 
walls, the choanae and spaces about the Eustachian orifices were 
matted within the growth. Annandale’s operation was performed, 
but the patient succumbed two months later, after having become 
steadily weaker and suffering from paralysis of the left hand and 
swelling of the right siue of the face. Autopsy showed at the base 
of the skull in the middle fossa a loss of substance involving the 
body and a portion of greater wing of the spenoid bone and erod- 
ing the inner end of the petrous portion of the temporal, making 
an irregular opening about three inches in diameter. The space 
was distended with the broken down tumor mass and clots, and led 
directly into the epipharynx. The growth which was found to be of 
epitheliomatous character, involved the pharynx and the left orbit. 


Case X. Robertson (21) reports a case under the care of P. Mc- 
Bride; a woman, aet. 56, complained a year before of pain in the 
left ear and loss of the sense of smell in the left nostril. This was 
gradually followed by deafness and difficulty of breathing through 
the left nostril, gradually increasing until there was complete ob- 
struction. Pain extended to the eye and lower jaw, interfering 
with swallowing. Discharge of pus existed two months after ap- 
pearance of pain in the ear. No statement is made of the further 
progress of the case. 

Case XI. Roncalli (22) reports the case of a man, aet. 42, who 
suffered from otalgia, bloody discharge and hemorrhage from the 
throat due to telangiectasic carcinoma. Death resulted from ma- 
rasmus and hemorrhage. Roncalli considered this an instance of 
metamorphosis of a benign into a malignant tumor. 

Case XII. Lyonnet and Regaud (23) report a very interesting 
case of carcinoma of the posterior nares involving the sphenoid and 
eventuating in meningitis and death. Symptoms began eight 
months before death, with pains on the left side of head. Two 
months later the vision of the left eye became affected, then the left 
upper eye-lid began to droop and the tongue and mouth became 
paralyzed. Examination showed the left levator and orbicularis 
palpebrarum completely paralyzed and also the external and inter- 
nal recti. There was no movement of the pupil or eye ball. Exop- 
thalmos very pronounced. There was paralysis of the left side of 
the face; the tongue was deviated to the left with atrophy of the 
left side; general sensibility diminished on the left trigeminal side ; 
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conjunctiva insensible; taste absent from left side of tongue; con- 
siderable interference with speech. 

Autopsy showed purulent infiltration of the meninges at the base 

of the brain and in the region of the cerebellum. Central part of 
the sphenoid softened and sella turcica in part destroyed. In the 
posterior nares a small, hard tumor was found attached to the bone 
and invading the sphenoid. The writers think that the invasion 
took place through the foramen lacerum anterius. 
’ Case XIII. Lacoarret (24) reports a case of malignant disease 
‘of the epipharynx in a man aet. 65, who complained of no symp- 
toms except slight deafness and tinnitus. The disease was discoy- 
ered through catheterization. 

Case XIV. Cecil Beadles (25) reports a case of glandular car- 
cinoma of the epipharynx in which there was a large ulcerating 
growth in the temporal region, a secondary beneath the brain. The 
petuitary body was intimately connected with the growth. 

Case XV. Benda (26) exhibited to the Berliner Medicinische 
Gesellschaft a specimen which proved to be squamous-cell carcino-~ 
ma growing from the vault of the pharynx. Almost two years be- 
fore the patient, a woman, aet. 20, first noticed swelling of the 
lymphnodes. A year later she presented herself to the hospital for 
treatment of the enlarged lymphnodes, at the same time complain- 
ing of pain in the region of the right ear. Drum membrane was. 
reddened, but no pus was found on paracentesis. Later the pain 
in the ear increased and appeared in the cervical vertebrae, while 
the tube was obstructed. Movement of the head was interfered 
with to such an extent that the patient held her head whenever she: 
sat up. These symptoms were followed by swelling’.in the right 
tonsil and palate with pus discharge from the ear, metastasis in the 


lung and death. 
On autopsy the growth was found in the epipharynx attached 


to the mucous membrane and to the sphenoid, pressing backwards 
into the longus capitis and the body of the second cervical vertebra. 
The left cervical nodes were greatly enlarged, the right being ab- 
sent as they had been removed without being followed by recur- 
rence. The right Eustachian tube was completely imbedded in 
the tumor, likewise the third branch of the fifth. The growth en- 
tered the skull with this branch through the foramen ovale. The 
right Gassarian ganglion and cavernous sinus were involved in the 
growth. 

Cases XVI and XVII. Meyjes (27) reports two cases. of car- 
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cinoma of the pharynx in both of which there was a decided dis- 
proportion between the symptoms and the gravity of the disease. 
The first patient, aet. 54, had nasal obstruction and epistaxis for six 
months with swelling in the throat for six weeks. A growth was 
discovered in the epipharynx of the size of a grape, pressing the 
palate downwards. The growth was removed by Gottstein’s cur- 
ette. The second patient, aet. 51, had suffered from nasal obstruc- 
tion and pains in the neck and later from enlarged lymphnodes, fe- 
tid nasal and aural discharge. The whole right side of the nose was 
filled up with vascular growths and the soft palate was displaced 
by the growth from the wall of the pharynx, most likely originating 
from the sphenoid. Microscopic examination showed both growths 
to be carcinoma. According to a letter received from Meyjes, I 
learn that both patients died from exhaustion shortly after the re- 
port was made. 


Case XVIII. Krénlein (1) reports the case of a woman aged 54, 
who suffered from nasal obstruction and headache. A carcinoma 
was found springing from the posterior wall, covering both cho- 
anae. Symptoms became more severe as the growth increased in 
size; intense dysphagia appeared and death occurred nine months 
after. Krénlein saw the case, which from the first he considered 
inoperable. 

Case XIX. Krénlein (1) also reports in extenso the case of a 
man, a bookbinder, aged 54, who had suffered from headache, pain 
and deafness in the left ear for six months, also at times from hem- 
orrhage from the nose and pharynx. Krénlein removed a portion 
of the growth which was found involving the vault of the pharynx 
and the left choana. Microscopic examination showed it to be can- 
croid (squamous epithelioma.) A temporary resection of the left 
nasal bone and nasal process of the superior maxillary was made 
after the method of Langenbeck and the carcinoma removed by 
Gottstein’s curettes. Recurrence took place soon after and death 
one year after first appearance of the symptoms. 

Case XX. Edwin J. Kuh (28). Patient 37 years old, was found 
to have a pust-nasal growth which was removed. A week after the 
operation there was some return of the growth, and within a month 
the post-nasal space was almost completely filled with the mass. A 
section of the tumor showed it to be an epithelial cancer, the nests 
of concentrically arranged cells being embedded in lymphoid tissue. 
The erysipelas-prodigiosus toxins were used but without avail. 
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After this, injections of alcohol were undertaken and in five months 
all trace of the tumor uad disappeared. The patient, however, died 
in August, 1899, of metastases in the lymph nodes without local 
recurrence. (Personal letter from Dr. Kuh.) 

Case XXI. Delageniere (29). A woman, aet. 29, with symp- 
toms of nasal obstruction, was relieved by removing the growth. 
A tumor as large as a hen’s egg was removed from the basillar 
_ process after splitting the palate. Patient completely recovered. 
Histologic examination showed the case to be one of glandular 
epithelioma. 

Case XXII. E. J. Brown (30) reports a case of a man, aet. 40, 
in whose epipharynx were found two growths attached to the vault, 
not unlike adenoids. These were removed with a cold snare. Three 
and a half years later he returned, complaining of deafness, tinnitus 
and loss of weight. New growths were found occupying the epi- 
pharynx, extending to the Eustachian tubes, and the cervical lymph- 
nodes were enlarged on both sides. Six months later the patient 
again consulted him, when it was found that the lymphnodes in the 
neck had increased considerably, and likewise obstruction to nasal 
respiration. Enough of the growth was removed to afford breath- 
ing space. Death occurred five years after the first consultation. 
Microscopic diagnosis, epithelioma. 

Case XXIII. St. Mary’s Hospital (31). At the Sixth Interna- 
tional Medical Congress, the following specimen was exhibited: 

Left half of a skull with pharynx, tongue, etc. Left side of soft 
palate and pharynx is destroyed and replaced by a deeply excavated 
ulcer, with raised irregular margins, which extends to the base of 
the skull. From the seat ot ulceration growth had extended to the 
middle fossa and left sphenoidal fissure, and to the left inferior tur- 
binated bone and antrum of Highmore. A mass of enlarged glands 
is cut through on the left side of the neck. 

From a man, aet. 45, who had had syphilis, admitted for fainting 
fits and facial paralysis. He noticed occlusion of the left nostril 
six months previous to admission. A month later there was hemor- 
rhage from the right nostril, and persistent headache on the left 
side. After two months there was difficulty in opening the mouth 
and swelling in the left side of the neck. Three weeks before ad- 
mission the right side of the neck began to swell, there was diffi- 
culty in protruding the tongue, and fainting fits. On admission, he 
had pains in the neck, difficulty in speaking, and giddiness; lower 
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jaw retracted and pulled to the left; wasting of left temporal and 
masseter muscles. wasting of the left side of tongue, which was 
pulled to the left; left internal strabismus and anesthesia of left 
cornea; anesthesia of left side of face generally; swelling on each 
side of the tongue. ; 

Case XXIV. Hirschl (32) demonstrated a preparation of car- 
cinoma cylindromatosum which extended from the mucous glands 
of the pharynx into the anterior middle and posterior cranial fossae. 

Case XXV. Hellat (33) reports a case of carcinoma of the pos- 
terior wall of the pharynx. A portion was removed by an ade- 
nomate followed by improvement for two months; after this, the 
patient was taken with severe headache, paralysis of left hypo- 
glossal and recurrent and tachycardia (pulse 134). This was fol- 
lowed by intense pain on the right side, complete atrophy of the 
tongue, paralysis of the right recurrent and right abducens, im- 
possibility to speak, cough and swallow, complete laryngeal paraly- 
sis and death from heart paralysis. 

Case XXVI. Elder (34). A boy, aet. 14, suffered from severe 
pain apparently at the base of the brain, fetid, purulent discharge 
and enlargement of the cervical lymphnodes. Death occurred two 
years after the first symptoms appeared. Diagnosis, schirrhus. 

Case XXVII. McBride (35) reports the case of a woman, aet. 
63, who suffered from severe pain in the ear and throat, bloody 
expectoration, involvement of cervical lyniphnodes. Death oc-~ 
curred one year after symptoms developed. Diagnosis, epithelioma. 

Case XXVIII. Chevalier Jackson (11) reports the case of a 
white woman, aet. 23. For three months she had had constant, 
lancinating pain in the right cheek, above right eye, deep in right 
ear, and in and under right side of lower jaw. She had had inter- 
mittent pain for over a year. Right nasal stenosis was first noticed 
three weeks before consultation. Discharge anteriorly and poster- 
iorly odorless, thick and yellow; no history of hemorrhage. Cervi- 
cal, parotid and submaxillary lymphnodes enlarged and tender. 
Right cheek swollen; patient cachectic; temperature subnormal. 
Functions of 5th and 7th nerves unimpaired and brain uninvolved. 
Low grade of optic neuritis in both eyes. 

The tumor was a cauliflower-like mass, completely hiding the 
right choana and fossa of Rosenmuller. It seemed to have sprung 
from the right wall of the epipharynx, both anterior and posterior 
to the Eustachian eminence. Large masses of adenoid tissue hung 
from the vault, with a red-bordered ulceration at the extremities - 
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of some of the masses. Posterior and middle turbinates infiltrated. 
Portion of growth examined by Dr. E. Mayer showed nothing to 
indicate malignancy. The greater portion of the growth, a mass as 
large as a hen’s egg, was then removed by snare and curette. * Dr. 
E. Mayer again examined sections microscopically and reported it 
to be a columnar epithelioma. Dr. L. H. Prince pronounced it 
glandular-celled carcinoma. Three months after operation, there 
is a deeply-excavated ulcer at the junction of the vault with the 
outer wall. Discharge, muco-purulent; no hemorrhage; no fetor. 
Parotid gland on right side infiltrated, tender, and the seat of dart- 
ing pains. Mastication and swallowing easy and painless. 

The following, written to me by Dr. Jackson, shows the present 
status of the case, April oth, 1902: 

In reply to your inquiry concerning the case of carcinoma of the 
nasopharynx, I am able to give you data obtained at an examina- 
tion on March 22nd, 1902, a little over two weeks ago, about one 
year after removal and in the beginning of the third year of the dis- 
ease. 
The patient though weak, emaciated, cachectic, aged and stoop- 
shouldered, was able to come to my office in a carriage for exam- 
ination. The pain is of two kinds, lancinating in the seat of the 
growth and reflected along in the fifth nerve, the former predom- 
inating. She reports taking 114 grains of morphine hypodermical- 
ly three times daily. Glandular infiltration has not increased anv 
since operation a year ago. Extension forward has involved the 
antrum, and a spot about the size of a dime has appeared in the roof 
of the mouth, though I am uncertain as to whether this is cancerous 
or the slough from the cauterization by a quack. She reports notic- 
ing nothing at this location prior to the “burning” by the wretch 
into whose hands she fell. There is but slight discharge, which 
is muco-purulent, never sanguinolent, though there have been two 
or three slight hemorrhages at long intervals. 

The following is the report upon the case by Dr. Mayer, the 
neurologist : 

No central involvement. Olfactory nerve, involved in terminal 
filaments in nose (?). Optic nerve, not normal, but not involved. 
Motor oculi, normal. Trochlear, normal. Trifacial: ophthalmic 
normal ; superior maxillary, posterior dental branches involved ; pal- 
atine branches affected ; inferior maxillary, lingual involved at peri- 
phery. Sixth abducens normal. Facial slightly involved (?) Lin- 
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gual fibres pass up along the chorda tympani to facial nerve and 
run in it to the geniculate ganglion, thence along vidian nerve to 
spheno-palatine ganglion, and so along second division of fifth. 
This would show the seat of involvement. Destruction of chorda 
tympani would affect taste, sensation and hearing as we find it in 
this case. Seventh to twelfth cranial nerves all normal. Pupils 
react normally to light and accommodation and are equal. Motility 
of the eye perfect, including third, fourth and sixth nerve fibres. 
Visual field normal, but acuity diminished. Apparently low-grade 
optic neuritis. 

Sense of smell absent on right side. [Possibly due, at least par- 
tially, to right nasal stenosis ——Jackson. ] 

Right anterior part of tongue has almost lost sense of taste to 
sweet, sour and bitter. Lessened lactile sensibility and temperature 
sense on this part of the tongue. No incodrdination. 

Case XXIX. Loeb. My own case reported in this article. 


ANALYSIS OF CASES REPORTED. 


If we analyze these cases, a number of interesting points will be 
noted. 

Age. One patient was below 20, 3 patients between 20 and 30 
years of age, 4 between 30 and 40, 5 between 40 and 50, 8 between 
50 and 60, 2 between 60 and 70, and 1 over 70 and in 5 the age was 
not stated. 

It is somewhat surprising that four of these should have been be- 
low 30 years of age. In Benda’s case a woman, aet. 20, the diag- 
nosis was squamous-cell carcinoma—certainly one that must be ac- 
cepted as authoritative, coming from so well known a pathologist. 
Delageniere’s case, 29 years of age, is much more doubtful, since 
recovery took place following removal of what was called glandular 
epithelioma of the base of the skull. Elder’s case, aet. 14, diag- 
nosticated schirrhus, is very young for this form of carcinoma, and 
Jackson’s case is still undetermined as to final result. 

Sex. Thirteen of the cases were men, eleven women, with the 
sex not stated in five, showing that both sexes are about equally 
affected. 

Diagnosis. As might be expected the diagnosis shows consid- 
erable variety as to kind of carcinoma present, both from the his- 
tologic nature of the growths and from the macroscopic appear- 
ances, which in the earlier times determined the name of the cancer. 
There were two squamous-cell carcinomata, ohe glandular carcino- 
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ma, two glandular epithelioma, one carcinoma cylindromatosum, 
six epitheliomata, two schirrhus, one small-cell carcinoma, one 
medullary carcinoma, one telangiectasic carcinoma, eleven desig- 
nated simply carcinoma, and one in which the diagnosis was not 
stated. The latter, the case of Lacoarret, is included as belonging 
to the category of carcinoma on account ot the age of the patient, 
65 years. 

According to the modern histologic point of view, it therefore ap- 
pears that there have been two squamous-cell carcinomata, two 
schirrhus, one medullary carcinoma, four adenocarcinomata, one 
telangectasic carcinoma, seventeen carcinomata, without predomi- 
nence of any particular elements. 

Pain. This symptom which was so prominent a feature of the 
case reported by me, was especially marked in the cases of Assaky, 
Seppilli, Robertson, Lyonnet and Regaud, Benda, Krénlein, Elder, 
Jackson and Hellat. In three of the cases where autopsies were 
performed, the lesions were close enough to the Gasserian ganglion 
to account for the intense and widely distributed pain. That pain 
should be a common symptom will be readily accepted in view of 
the rich distribution of sensory fibres in the pathway, externally, 
posteriorly and anteriorly, which the tumor selects or makes for it- 
self in its growth. 

Ear Symptoms. The Eustachian tube which projects latterly into 
the epipharynx invites attack. Thus we observe that im the ma- 
jority of cases, tinnitus, deafness and retraction of the drum were 
present. Deafness and tinnitus were the sole symptoms in Lacoar. 
ret’s case. 

Nasal Obstruction. Practically present in all cases as_ the 
growth itself, with its accompaniments of inflammation, ulcera- 
tion and discharge, is sufficient to close more or less completely one 
or both posterior nares . 

Discharge from the Nose and Epipharynx. Likewise a common 
symptom. It was particularly noted as being fetid in the cases of 
Bosworth, Meyjes, Fox and my own, and in most of the cases where 
the symptoms are fully described, a bloody discharge or epistaxis is 
cited. 

Paralysis of the Cranial Nerves. The relation of the epipharynx 
to the base of the skull which affords exit to the cranial nerves 
naturally calls for their involvement in a process which spreads so 
rapidly and extensively as carcinoma. Thus we find paralysis of 
the optic in the cases of Lotzbeck and Lyonnet and Regaud ; motor 
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oculi and trochlear reported by Lyonnet and Regaud, and the St. 

Mary’s Hospital case; of the motor branch of the fifth by Benda 
and Lyonnet and Regaud, of the abducens by Hellat and Lyonnet 
and Regaud; of the facial by Assaky, Seppilli, Lyonnet and Re- 
gaud and Jackson, as well as by the writer ; of the glosso-pharyngeal 
by Assaky and Seppilli; of the vagus by Flour, Assaky and Hellat; 
of the hypoglossal by Hellat and Seppilli and of the spinal accessory 
by Assaky. 

Involvement of the Cervical Sympathetic. Contraction of the 
pupil resulting from this is reported by Flour and Seppilli. 

Paralysis of the Extremities. From extension to or pressure 
upon the brain, hemiplegia may result as shown in my own case 
where one week before death this symptom appeared. In the case 
of Fox, there was paralysis of the hand. 

Atrophy of the Tongue. The cases of Seppilli and Lyonnet and 
Regaud and St. Mary’s Hospital, showed marked hemiatrophy ot 
the tongue. 

Extension to the Brain. A few of the cases have been followed 
and the course of the tuinor in its extension through the basis cranii 
has been determined. In Assaky’s case, the extension occurred 
through the foramen lacerum posterius ; in Seppilli’s the middle fos- 
sa was invaded; in Fox’s the inner side of the floor of the middle 
fossa was entirely destroyed ; similarly Lotzbeck’s case involved al- 
most the entire floor of the middle fossa ; in Lyonnet and Regaud’s 
the foramen lacerum anterius seemed to be the channel through 
which the growth entered, likewise the St. Mary’s Hospital case ; in 
Benda’s through the foramen ovale; in Hirschl’s case the extension 
was to all three fossae; in Beadles’ case the petuitary body was in- 
volved, and in my own case, invasion was probably through the 
foramen lacerum medius. 

‘ Cause of Death. The cause of death in these cases was exhaus- 
tion, ‘inanition, paralysis of the heart, hemorrhage and brain in- 
volvement. 

In one instance, that of Delageniere, a cure is reported, but from 
the account of the case which I have at hand, I am not inclined to 
accept this as one of carcinoma, the recovery and the youth of the 
patient being somewhat incompatible with our experience. Jack- 
son’s case, though still alive, will from indications soon be added 
to the list of deaths. 

Operations. The following operations have been performed: 
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Gussenbauer’s, Langenbeck’s, removal with a snare, Annandale’s 
operation, removal with Gottstein’s curette, injection of erysipelas- 
prodigiosus toxins, and injections of alcohol, all to no avail, ex- 
cept in the instances just noted. 


CONCLUSIONS. 


From the foregoing it appears that, although carcinoma of the 
epipharynx must be accounted as one of the rarest of affections, its 
‘symptoms declare themselves with such positiveness that a diagno- 
sis may be made at an early stage. 

The early symptoms are pain, deafness, tinnitus, nasal obstruc- 
tion, fetid and bloody discharge on the affected side, unilateral par- 
alysis of the palate and of some of the muscles supplied by the 
facial. 

Later symptoms depend upon extension to and through the 
basis cranii most commonly in the region of the foramen lacerum 
medium, where it comes into relation with the Gasserian ganglion. 
The extension may be more anterior involving the pterygoid pro- 
cess or the greater wing of the sphenoid and eventually reaching the 
foramen lacerum anterius, producing thereby disturbances in vision 


and in the action of the eye muscles. It may, however, grow 
around the pterygoid and below the sphenoid and yet affect the 


foramen lacerum anterius as before. Or, it may extend backwards 
along the under surface of the petrous and into the foramen 
lacerum posterius and in this way the glosso-pharyngeal, pneuma- 
gastric and hypoglossal may be concerned in the symptoms mani- 
fested. 

Besides this, we must admit that almost any part of the floor of 
the middle fossa may be destroyed and entrance into the cranial 
cavity effected. 

Under surgical methods in vogue at present, there can be no hope 
of cure, absolute or relative. It is doubtful if the technique will 
ever be improved so that a carcinoma in this region can be re- 
moved with sufficient completeness to warrant any relief or stay 
in the progress of disease. We can only accept the glimmer of 
hope in the advance made in such methods as the X-ray treatinent 
of dermal cancers, and in the steady, manly and faithful work, look- 
ing towards the discovery of the cause of cancer wherever found. 


(1.) 


LOEB: CARCINOMA OF THE EPIPHARYNX. 929 


REFERENCES. 
Kroenlein, Beitrage zur Klinischen Chirurgie XIX, 1897. 


(2.) Joel. Klinische Vortraege aus dem Gebiete der Otologie und 
Pharyngo-rhinologie, 1896. 


(3.) 
(4.) 
(5.) 
(6.) 
(7.) 
(8.) 
(9.) 


enraums. 


(10.) 


Schech. Monatsschrift fur Ohrenheilkunde, XX XIII. 

Mikulicz. Heymann’s Handbuch. 

W. Watson Cheyne. British Medical Journal, 1896. 

Politzer. Lehrbuch der Ohrenheilkunde, 4th Edition. 

Morris Schmidt. Die Krankheiten der Oberen Luftwege. 
Bosworth. Diseases of the Nose and Throat, Vol. I. 

Martin Mulfarth. Ueber Maligne Geschwuelste des Nasenrach- 
Dissertation, 1893. 

Schreiber. Ueber die Geschwuelste de Nasenrachenraums. In- 


augural Dissertation, 1896. 


(11.) 
(12.) 
(13.) 
(14.) 
(15.) 
(16.) 
(17.) 
(18.) 
(19.) 

(20.) 
(21.) 
(22.) 
(23.) 

1893. 
(24.) 
(25.) 
(26.) 
(27.) 
(28.) 
(29.) 
(30.) 
(31.) 
(32.) 
(33.) 
(34.) 
(35.) 


Jackson. Journal of the American Medical Association, 1901. 
Gibb. New York State Medical Journal, February, 1902. 
Durand Fardel. Bulletin de la Societe Anatomique. 
Maisonneuve. Gazette des Hopitaux, 1859. 

Lotzbeck. Deutsche Klinik, 1859. 

Flour. These des Paris, 1873. 

Assaky. Annales des Maladies de l’Oreille, etc., 1879. 
Schmidt. Prager medicinische Wochenschrift, 1881. 

Sepilli. Archivio Italiano par le Malattie Nervose, 1886. 
Sidney Allen Fox. New York Medical Journal, 1890. 
Robertson. British Medical Journal, 1891. 

Roncalli, Arch. Ital. d’Otologia, 1893. 

Lyonnet and Regaud. Annalés des Maladies de l’Oreille, etc., 


Larcorret. Annales de la Polyclinic de Toulouse, 1893. 
Cecil Beadles. British Medical Journal, 1894. 

Benda. Berliner Klinische Wochenschrift, 1896. 

Meyjes. Centralblatt fur Laryngologie, ete., XII. 

Kuh. Medical Record, 1897. 

Delageniere. Archives medicales d’ Anvers, I. 

Brown. Laryngoscope, 1897. 

Catalogue of the International Otological Congress, London, 1899. 
Hirchl. Wiener klinische Wochenschrift, 1899. 

Hellat. St. Petersberger medicinische Wochenschrift, 1900. 
Elder. Montreal Medical Journal, 1900. 

McBride. Nose, Throat and Ear, 1900. 


Seal 
aa 
| 
Sey 
4 


PNEUMATIC NASAL TAMPON AND SPLINT. 
BY C. A. LEENHEER, PH.G., M.D., CHICAGO. 


This tampon is not entirely new. Pneumatic tampons for the 
- control of hemorrhage are on the market, such as that of Dr. In- 
gals, and those of soft rubber made by instrument houses, like a 
finger cot, into which a catheter is inserted tied around it whereby 
it may be inflated. 

The uses for which it was made are as follows: 

I. (a) As a haemostat after operation, as for instant removal of 
spurs and excrescences, tumors, etc. Also after correcting deflec- 
tions of the septum (Asch operation, etc.). 

(b) Operations on the turbinated, such as resection of a part or 
whole. 


(c) In chronic epistaxis due to ulcerations of anterior portion of 
septum. 
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z. (a) Asa splint to keep a corrected septum in place. 

(b) To use as a pressure tampon in turgescence of turbinates. 

(c) Interposing between raw surfaces to prevent synechia. Also 
after cauterization of septum and turbinates. 

It is made entirely of rubber. The center-piece “A” is made of 
rubber which will not collapse, length, 134 inches; width, 4 inch; 
height, % inch; slightly eliptical in shape. This tube passes 
through the center of the tampon proper and is the means whereby 
breathing space is obtained. 

The outer rubber casing “B” is made of fairly stiff rubber and 
extends around “A” about 34 of an inch. It has a rim of stiff 
rubber all along its edge, which prevents over-extension. “B” is 
inflated by means of hand bulb, which is best done by attaching the 
end of glass dropper to an atomizer bulb. Compressed air does not 
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work satisfactorily, because it cannot be regulated as well as a hand 
bulb. The end of the medicine dropper is inserted into the small 
rubber tube marked “C.” After being inserted and inflated to 
proper extent rubber tube “C” is tied. 

Tampon is best inserted by means of curved applicating forceps. 
It is not necessary to use any lubricating substances, as oil or 
_ petrolatum, as it slips in very easily with the tampon between for- 
ceps and inflating tube “C” turned upward and towards you. Nares 
is dilated by means of speculum and the tampon inserted. When 
tampon is in position it is inflated and “C” tube is tightly tied by 
means of silk thread which has been previously tied loosely around 
it. All of the tampon is now entirely within the nares. It is a 
good plan to pack a little cotton anteriorly to the tampon, being 
careful not to obstruct the tube “A.” 

I-expect to report a number of cases in a short time in which 
this tampon has been used and with what success. 


SOME ADVANTAGES OF THIS TAMPON. 


1. Can be thoroughly sterilized. 

2. Does not cause secondary hemorrhage (as gauze in re- 
moving). 

3. Pressure can be regulated, 

4. Leaves good space for breathing purposes. 

5. Easily inserted. 
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SOCIETY PROCEEDINGS. 
NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 


Stated Meeting, October 22, 1902. 


Emit Mayer, M.D., Chairman. 
A Case of Salivary Fistula. 


Dr. W. N. Hubbard presented a woman who at the present time 
had a salivary fistula. She had come under his observation about 
one month ago with a diagnosis of possible neoplasm. On insert- 
ing a needle nothing was withdrawn. Four days later the tongue 
was swollen to about twice the natural size, there was great swelling 
of the floor of the mouth and the body temperature was 101° F. 
Immediate exploration revealed a small collectior of pus, the evac- 
uation of which caused abatement of the symptoms. Wharton’s 
dust was still patent, and on pressure with the finger a little pus 
could be expressed. When peroxide of hydrogen was injected 
through the opening in the neck it appeared in the mouth through 
the opening of Wharton’s duct. Of course this abscess must have 
been in the submaxillary salivary gland. The urgency of the symp- 
toms was evidently dependent upon the walling in of the pus by 
the thick membrane surrounding the gland. The woman gave a 
history of occasional swelling in the mouth, which was increased 
after eating, and was relieved by gargling. Salivary calculus, the 
speaker said, was the most common cause of this condition. It 
was not uncommon for a cystic condition of Wharton’s duct to be- 
come septic and terminate in suppuration. 

Dr. M. D. Lederman mentioned in connection with this case a 
similar one that had come to him recently in the person of a youth 
of nineteen, who had a swelling under the chin and behind the angle 
of the left lower jaw. There was a history of having suddenly ex- 
pelled two years before some gritty masses from the mouth, and 
that at the time there was some swelling in the mouth. Examina- 
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tion showed a large swelling of the sublingual tissues, which forced 
the tongue between the teeth. There was a temperature of 101° 
F.in mouth. Pus oozed from the opening of Wharton’s duct, and 
on passing a probe into the duct, a gritty substance was detected. 
An incision was made along the floor of the mouth and after some 
manipulation with a dull curette, he had removed a calculus meas- 
uring 44x 4 inch. Both the submaxillary and the sublingual 
glands were involved. Pressure over the submaxillary and sub- 
lingual caused an increased flow of pus through the incision. The 
patient was unable to speak on account of the sublingual tumefac- 
tion. Naturally only liquid foods could be swallowed. The after- 
treatment consisted of tamponing the wound and frequent wash- 
ing with an antiseptic. An excellent result followed. 

Dr. W. Freudenthal said that he had had several similar cases, 
and had made one attempt though an unsuccessful one, to remove 
the stone through the mouth. 

Dr. Thomas J. Harris said that at one time the patient had been 
running a high temperature, but there were symptoms at first which 
seemed to point to a neoplasm. It was a question whether any 
simple treatment applied to the duct would cause healing up of the 
gland. They had been unable to detect the presence of a calculus 
by means of the probe, yet there was reason to believe that a cal- 
culus was there. 

Dr. M. H. Cryer, of Philadelphia, said that these salivary cal- 
culi are usually situated in the duct just above the mylo-hyoid 
muscle. He had never seen direct proof of a calculus being in the 
gland proper, that is, below this muscle. When there was a cheesy 
mass on the floor of the mouth it was advisable to open the duct 
and remove the contents. If the sack contained fluid alone instead 
of incising the part it had been his practice to insert a seton. This, 
of course, caused a suppuration, but it established a new perma- 
nent opening. Without further examination as to the character of 
the fluids emitted from the opening he would be in doubt as to the 
proper treatment in a case like the one just presented in which 
the opening was upon the neck. 


A Laryngeal Tumor. 


Dr. W. K. Simpson presented a young woman having a very 
smooth growth in the interarytenoid space, with a rather charac- 
teristic swelling of the cartilages. Taken by itself it presented the 
appearance of a tubercular growth, but in.addition there was a 
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marked tertiary destructive lesion on the soft palate, so it was prob- 
able that the laryngeal growth was specific in its nature. 

Dr. E, Mayer expressed the opinion that the growth was com- 
posed of granulation tissue, and that the patient should. receive 
antispecific treatment. 


Syphilitic Adhesions of Throat. 


Dr. Thomas J. Harris presented a young girl whom he had pre- 
sented last spring to the Section as a case of syphilitic disease in the 
mouth. There was almost total adhesion between the soft palate 
and the wall of the pharynx. The patient was not suffering much 
from this, but from a partial stenosis of the larynx, due to a very 
thick band extending from the tongue backward on the left and 
shutting off fully half of the larynx. The case had been under ob- 
servation for about five months, and there had been no great exten- 
sion of the growth. No local treatment had been employed, but 
antisyphilitic treatment had been given a faithful trial. 


Traumatisms During Adenoid Operations. 


Dr. W. F. Chappell presented this paper. He said that while a 
simple operation in trained hands there was abundant evidence that 
it should not be undertaken by the inexperienced. The posterior 
portion of the septum was apt to be torn off by the tyro, and it was 
said that the Eustachian prominences were apt to be injured. The 
latter accident should not occur if proper attention were given to 
the well known methods of localization. It was important to take 
the body temperature of the patient before doing an adenoid opera- 
tion, as in this way one was often warned of an approaching attack 
of some acute disease, such as measles. Minor traumatisms might 
easily be inflicted upon the soft palate. Complete rupture ‘of the 
soft palate must, however, be extremely rare. Such a case was 
reported in the paper, the accident having occurred before the pa- 
tient came under his observation. The boy had been first seen by 
him last June, ten days after the adenoid operation. There was an 
irregular tear in the soft palate extending from the free margin 
upward and to the left to the hard palate. The boy seemed very 
dull and some fluids regurgitated through the nose. The boy be- 
came very anemic and emaciated during the summer. By experi- 
ment on the cadaver, Dr. Chappell said he had found it impossible 
to rupture the soft palate with the finger, and only with great diffi- 
culty by the use of the large forceps. 
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Dr. W. K. Simpson said that from the character of the cicatriza- 
tion he thought there must be a strong syphilitic taint in the child. 
It was very rare to see adhesive cicatricial conditions resulting 
from minor traumatisms. 

Dr. Joseph Abraham said that while attending one of the large 
clinics at Berlin an assistant had been called upon to operate upon 
a boy of thirteen for adenoids. It was not customary there to 
use any anesthetic. The operation was done with the Gottstein 
curette. Just as the instrument was passed the child endeavored to 
escape, and this led to a rupture of the soft palate from the free 
border to the attachment to the hard palate. There was no syphi- 
tic taint in this case. 

Dr. H. Jarecky said he had seen a case in which an experienced 
operator had caught the uvula in the forceps. There was a slit 
made in the soft palate, which subsequently healed without any in- 
terference. He had seen another case in which the uvula had been 
completely torn off by a young operator. 

Dr. W. C. Phillips said that one of his assistants on attempting 
to do an adenoid operation had employed a good deal of force and 
had succeeded in removing a considerable section of the vomer. 
According to his observation the most frequent accident was’ the 
tearing of the uvula, and this was usually caused by the use of the 
curette. In healthy subjects such lacerations usually healed with- 
out difficulty. He had seen one case of bad laceration of the pos- 
terior pillar produced either by the forceps or the tonsillotome. 
Three or four days later it was necessary to introduce three or four 
sutures, 

Dr..Max Toeplitz said that the suggestion to take the tempera- 
ture before an adenoid operation was a good one. In one of his 
cases the day after operation he found a temperature that was un- 
usually high, and it was subsequently accounted for by the ap- 
pearance of the eruption of measles. Dr. Chappell had spoken 
about holding the forceps in the middle line. If this were in- 
variably done the adenoids could not be removed from the Rosen- 
berg fossa. The paralysis of the soft palate was always due to in- 
jury of one of the pillars. He had seen the same thing not infre- 
quently after tonsillotomy. 

Dr. Francis J. Quinlan said that after looking at some of the 
new and very large instruments for adenoid operations he did not 
wonder that these injuries occurred. The smaller the instrument, 
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if effective, the better. He was in the habit of putting the patient 
in an upright position, and allowing the soft palate to fall and the 
growth to fall by gravity almost into the grasp of the instrument. 
There should be no more than a healthy mucous slough after the 
adenoid operation, and if there were bone necrosis there was apt 
to be inflammation of the tubes. 

Dr. George B. McAuliffe said that in those cases in which the 
mucous membrane had been torn off by the curette the growth had 
already undergone fibroid change, as in persons approaching adult 
life. A digital examination should convince anyone that with the 
instruments commonly employed the danger of the operation was 
by no means slight, Adhesion of the Eustachian orifice to the 
posterior wall was a common result. The earache seemed to be 
‘satisfactorily explained not by the traumatism of the operation, but 
by the subsequent vomiting and the forcing of septic material into 
the middle ear. He had seen two such cases following an opera- 
tion done by a well known operator. The taking off of the uvula 
was very common. The speaker then presented a modification of 
the Gradle forceps. The blades were flat, and on closing them they 
moved slightly away from the pharyngeal wall. 

Dr. W. N. Hubbard remarked that he had seen muscular tissue 
removed from the posterior wall of the pharynx in the course of 
an adenoid operation. 


The Pneumatic Sinuses and Cells; Their Intercommunications 
and Outlets. 


Dr. M. H. Cryer, of Philadelphia, spoke on this subject and illus- 
trated his remarks by lantern slides and sections of skulls. He 
said: The development of the sinus begins about the fourth month 
of gestation by an invagination of the lining membrane of the 
nose from the hiatus semilunaris into the body of the maxilla. As 
the invagination progresses, the cancellated portion of the bone un- 
dergoes resorption. This resorption of the interial portion of the 
maxilla is continued in a variable degree throughout life, until in 
old age the walls usually become exceedingly thin. In some cases 
the decalcification and resorption are carried to such an extent that 
the entire bone is thinned, and an ordinary lancet blade can be 
easily passed through the wall into the sinus, or the entire substance 
of the bone may be in resorbed in places, leaving nothing but the 
membraneous tissue at these points. 

The maxillary sinus varies in shape and size, it being impossible 


SOCIETY PROCEEDINGS. 937 


to find two alike, even in the same skull. The floor of the antrum 
may be on a level with the floor of the nasal fossa, it may be ex- 
tended far below it or even on a much higher plain. These condi- 
tions are sometimes found in the same skull. 

Incomplete septa of the sinus are often found. They may par- 
tially divide the sinus anterio-posteriorly or bilaterally. 

In about fifty per cent of the skulls examined the following con- 
ditions have been found: The ridge of bone on the under surface 
of the anterior portion of the maxillary sinus which contains the 
infraorbital canal, often dips downward to meet the anterior wall 
of the sinus in such a manner that the canal becomes distinctly 
tubular in character passing diagonally through the sinus, with an 
open space above the tube. This open space extends outward into 
the lower rim of the orbit forming an infraorbital sinus or pocket. 
The tube-like canal has a thin lamina of bone extending from it to 
the side of the true sinus. The ostium maxillare, the outlet of the 
sinus, is an oval-shaped foramen and is almost constant in its situa- 
tion, i. e., in the upper edge of the proximal wall near the anterior 
portion. It occasionally commences in the roof of the sinus. In 
either case it terminates in the hiatus semilunaris, the latter pass- 
age-way or canal commences at the lower end of the infundibulum 
of the frontal sinus and passes through or along the outer wall of 
the middle meatus in the form of a semi-circular groove. It ex- 
tends down and backward in a curved direction, being horizontal 
in its posterior portion, and terminates a little back of the center of 
the nasal cavity. The inner boundary or unciform process of this 
passage-way is falciform in shape and forms a shield to the ostium 
maxillare of the maxillary sinus. For this reason it would be im- 
possible to pass a sound into the maxillary sinus in a normal skull, 
although a sound could be passed into the maxillary sinus through a 
pathological or traumatic opening made where no bony projection 
was guarding it. 

Various frontal sinuses were shown and among them a very large 
one. In this specimen the frontal sinus extends from the external 
angular process of one side to that of the other, with but a thin, 
though complete, septum between them, The septum was not in 
the median line. The sinuses pass backward over a greater portion 
of the orbits and upward toward the frontal eminences. 

Seven large specimens of sphenoidal sinuses were shown. The 
outlet of the sphenoidal sinus is into the highest meatus. If there 
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are three meati the outlet will be into the “Superior” meatus; jf 
there be four meati the opening will be into the “Supreme” meatus 
of Zuckerkandl, and if there be five meati the opening will be intc 
the fifth meatus. The sinus and its outlets are so situated that it 
will not drain when the patient is either standing or lying on the 
back. The sphenoidal sinus is most difficult to reach surgically. 

Several vertical transverse sections of skulls and photographed 
illustrations were shown, with cross-sections of the orbits, nasal 
septa, and maxillary sinuses, etc. He said that about sixty-five 
per cent of the skulls that he had examined had straight septa, and 
that one reason the rhinologists sometimes consider that a large 
proportion of the people have crooked or deflected septa, is be- 
cause those having the straight septum seldom have occasion to 
visit the rhinologist. 

An excellent section of the skull and brain in situ was shown. 
The method of preparation was interesting. The subject was in- 
jected with a solution of formalin for hardening the soft tissue, and 
plaster of Paris for filling the arteries. Then the subject was coy- 
ered with vaseline, wrapped in bandages and frozen by exposure 
to a temperature of 15° F. In order to make smooth and accurate 
sections he found it useful to employ a saw from which the usual 
teeth had been removed, and so-called “chisel teeth” made upon it. 
The varying direction of the lachrymal duct was shown by a series 
of photographs. In mouth-breathing children it was almost im- 
possible to secure a regular and proper development of the alveolar 
arches containing the teeth, so long as the nasopharynx is left filled 
with adenoids. A personal experience was referred to in which, 
after working hard for a year trying to regulate the teeth of a 
child of eight years without making hardly any progress, a rhin- 
ologist had been called in to remove the adenoids. After this op- 
eration it was comparatively simple to accomplish what had been 
practically impossible before. Slides were presented to show how 
the tongue tended to spread the arch of the mouth in a normal 
skull. Many specimens of elongated and compressed skulls were 
also exhibited. 

Dr. M. D. Lederman asked what importance Dr. Cryer placed 
upon the muscles of the cheek in pushing the alveolar arch for- 
ward, such as seen in instances of mouth-breathers, with decided 
narrowing of the alveolar arch, and high dome effect. 

Dr. Cryer replied that one of the great reasons for the contrav- 
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tion of the parts was the lack of the constant percussive force of 
occlusion exerted by the mandible upon the maxillary arch. 

Dr. W. K. Simpson asked regarding the effect of nursing of in- 
fants, and of thum-sucking as factors in the formation of the high 
arch. 

Dr. Cryer said that the palato-glossal muscle was an accessory 
muscle to that of the lips, and was suplied by the same motor nerve, 
the seventh. The chicken, in drinking, puts its beak in the water 
and throws the head up in order to swallow, because it has no pal- 
ato-glossal muscle. Sucking, whether from the bottle or from the 
breast, must exert the influence suggested. 

Dr. Thomas J. Harris asked if it were impossible anatomically 
to catheterize the antrum. What was the explanation of the suc- 
cessful practice that had been based on this assumption? He would 
also like to know with regard to the author’s preference for enter- 
ing the sphenoidal sinus through the antrum sinus instead of the 
nose. 

Dr. Cryer said that if the antrum were diseased he thought the 
mere washing of the sinus could accomplish but little. As to the 
other question, it was his familiarity with the mouth that made him 
prefer the antral route. 

Dr. H. H. Curtis asked if he meant that he went through the 
antrum and into the sphenoidal sinus without entering the nose. 
He would also like to know about his treatment of the antrum. 

Dr. Cryer replied that that was his position, and he was not so 
much afraid of the carotid as he was of the internal maxillary artery. 
He would treat the antrum through the mouth. He would make 
an opening large enough to insert his finger, and leave this open 
without even a tube in it. If the diseased condition were removed 


the large opening would close without much difficulty and healing 
should take place in a week or two; otherwise it might take many 
months, 
_ Dr. H. Beaman Douglas said he did not quite understand what 
was to be accomplished by opening the sphenoid from the antrum. 
He would like to ask if he would dare to make exploratory punc- 
ture from the antrum into the sphenoidal cavity in cases of suspect- 
ed empyema of the sphenoid. _ His own experience had been that 
the sphenoidal sinus was sometimes very small, but was always in 
close relation with the posterior ethmoidal cells. He would prefer 
making the opening through these cells. 

Dr. Cryer replied that he would want direct evidence of trouble 
in the sphenoidal, as there were numerous Jarge anastomosing 
veins in the spheno-maxillary space. 
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LARYNGOLOGICAL SOCIETY OF LONDON. 
Seventy-Fifth Ordinary Meeting, June 6, 1902. 
(Proceedings continued from page 880.) 


The Diagnosis and Treatment of Malignant Stricture of the 
Oesophagus. (General discussion.) 


Sir Felix Semon :—I am sorry I was prevented from being pres- 
ent at the beginning of Mr. Symond’s admirable paper, and, there- 
fore, do not know whether he referred to two points, the absence 
of which rather struck me. In speaking of the differential diagno- 
sis between malignant and other forms of oesophageal obstruc- 
tion, I heard him say nothing about laryngeal paralysis, nor about 
the question of the enlargement of the cervical lymphatics. Both 
these points I have often found to be of considerable importance 
with regard to the diagnosis of doubtful cases. Dr. Tilley has 
just quoted a case in which the discovery of a laryngeal paralysis 
gave the first reliable sign of existence of organic obstruction. I 
may say that I have seen quite a number of similar cases, and 
more than once have I found that patients who came to me for 
laryngeal symptoms, apparently limited to that organ, such as 
hoarseness and loss of voice, later on developed the ordinary symp- 
toms of malignant disease of the gullet. 

In connection with this point, I should like to say that oedema 
of the neighboring arytenoid cartilages, if the disease is situated 
in the cricoid region, is by no means the only laryngzal symptom 
of oesophageal cancer in that situation. When malignant disease 
affects the posterior aspect of the cricoid cartilage, it eats its way 
by no means rarely into the substance of the posterior crico-aryte- 
noid muscles, and causes a true myopathic paralysis of one or both 
of these muscles. The symptoms resulting from this when the 
disease affects both sides are stenosis of the glottis and great res- 
piratory difficulty, often enough of greater urgency than the dif- 
ficulty of swallowing. 

I need hardly mention that laryngeal paralysis is by no means 
_ limited to cases of cancer of the oesophagus when the latter is sit- 
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uated in the cricoid region, but that it may also accompany in- 
stances of that disease occurring much further down, that is, one or 
both recurrent laryngeal nerves are caught in the furrow between 
the trachea and the oesophagus by a new growth starting from the 
latter. 

With regard to the enlargement of the cervical lymphatic glands, 
this sign has several times been of considerable value to me, par- 
ticularly enlargement of those glands which one can feel on press- 
ing hard immediately behind the clavicle when standing behind the 
patient, but one has to press sometimes very low down to feel these 
glands enlarged. 

With regard to the treatment, I speak with considerable diffi- 
dence, for I think we may say we all sit at the feet of Mr. Symonds, 
who has shown not only this country, but the whole world, how to 
treat a number of these cases, particularly by the employment of 
the smaller tubes which he has introduced. 1n Germany the credit 
of this is often given to Professor Renvers, although the last- 
named gentleman himself, when first introducing the method into 
Germany, acknowledged his indebtedness to Mr. Symonds. Per- 
sonally I must confess I have not much opportunity of trying the 
short-tube treatment, and I have been rather unfortunate in those 
few cases in which I have tried it, for my patients were quite intol- 
erant of the tubes for any length of time, and I had, therefore, 
to remove them, but in several cases which, later of, I sent to 
Mr. Symonds considerable relief was given, in two of them for 
a long time, by the employment of this method. 

Should gastrostomy be required, I entirely agree with Mr. 
Symonds that the operation should not be performed at too late a 
stage of the disease. 

Concerning the introduction of bougies, I have learned from 
experience the wisdom of his advice to give in difficult cases the 
patients a night’s rest and a dose of opium previous to the intro- 
duction of the tubes. One may succeed by following this simple 
advice where one has previously failed. Should an anesthetic be 
indispensable, the dangers of chloroform in such cases should not 
be under-rated. I have had a very sad experience of this. About 
a year ago.a lady consulted me on account of difficulty in swallow- 
ing. She was thirty-four, and in otherwise excellent state of health, 
but had lost flesh in consequence of this difficulty. There were no 
signs of organic disease anywhere in the chest or in the throat, 
but when I proceeded to introduce a bougie; I did not succeed. 
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The same difficulty was encountered by Mr. Makins, whom the 
patient had also been advised to consult. He and I agreed that 
it was desirable to repeat the examination under chloroform. A 
few days later this was done; the anesthetic being administered 
by one of our. most experienced and skillful anesthetists. When 
the patient was deeply under the influence of the drug—as in 
a case of this sort ought to be the case, to exclude all reflex action 
—I endeavored to introduce a big bougie, but without success, 
nor did Mr. Makins have any better fortune. I then tried a smaller 
one and still failed, and Mr. Makins’ attempt met with the same 
result. The bougie having been withdrawn, the patient showed 
signs of coming to. The chloroformist said, “Let me give her a 
whiff more,” and proceeded to do so, when the patient died sud- 
denly. Every effort was made to recuscitate her but all was fruit- 
less. No post-mortem examination took place, and to this day I ~ 
do not really know what was the nature of the disease, but both 
Mr. Makins and myself concurred in the belief that it was organic. 

Apropos of the distinction between organic and functional strict- 
ure of the oesophagus, I remember having seen two or three quite 
distinct cases in which, after some initial difficulty, the bougie could 
be passed quite easily, and in which, after this had been repeated 
two or three times, the stricture was found to have disappeared. I 
cannot say that these were not examples of “hysterical” stricture, 
but then, what is hysterical stricture? Is it not what one would 
usually call spasmodic? I do not think the existence of such a 
form of oesophageal stricture can be denied. 

In conclusion, I wish to congratulate the Society upon having 
had so excellent an exposé of an important and difficult question 


as that to which we have just been listening. 
Dr. Clifford Beale :—I should like to make one neat contribu- 


tion to this debate, and it is in reference to the question of diagno- 
sis by the means of the x-rays. The opportunities have not oc- 
curred very frequently since more powerful apparatus was intro- 
duced, but a good many cases have been examined, and my friend, 
Dr. Hugh Walsham, handed to me this afternoon four plates which 
he has made of such cases, two of them being confirmed by a post: 
mortem examination, and these two, show certain definite charac- 
teristics which may ultimately turn out to be trustworthy in diagno- 
sis, but, of course, with the evidence so slight as it is at present, 
one can only take things as one finds them. But the important 
point is this, that in these cases of oesophageal cancer there is a 
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very well-defined shadow thrown on both sides of the normal 
mediastinal shadow, whereas in the case of enlarged glands at the 
root of the lungs, the shadow, although something similar in form, 
is undefined at its edges. As one would expect, a well-defined 
morbid growth will give a sharp shadow, and a mass of glands 
with inflammatory thickening round about them will be represented 
by indefiniteness. (The plates were then shown). One point with 
regard to this method of examination by the Réntgen rays is that 
it gives us more information as to the amount of thickening and 
growth that may be present. I think we shall all bear out Mr. 
Symonds when he says that it is the bougie which masks the diagno- 
sis after all; but the bougie only tells us that there is an obstruc- 
tion and not how extensive the cause of obstruction may be. 

As regards the treatment, one cannot help being struck with 
the fact that cases are recorded (and Mr. Symonds has mentioned 
one) where, after gastrostomy has been performed, and where, pre- 
sumably, the patient has been kept quiet for a few days and fed 
per rectum, it is found that the power of swallowing is perfectly 
restored. In the cases in question that I have heard of, for I have 
not yet come across one myself, the power of swallowing is appar- 
ently as good as ever. Now, when one comes to think of what it 
is that gastrostomy does for the patient, one finds that it is nothing 
more than freeing the growth from irritation, and giving it abso- 
lute rest. Therefore, this leads one to think that in the early 
stages of such a condition one might do, a good deal in the same 
way by keeping the oesophagus as free as possible from irritation, 
and by giving it rest. I have carried out this idea in the case of a 
patient who is under treatment now. By getting him to swallow 
a certain amount of hot water after every meal to wash down the 
oesophagus, and at the same time giving a small amount of sticky 
mixture of opium, i. e. Liquor morphiae combined with glycerine 
and gum acacia, the result is altogether satisfactory, affording, as 
far as one is able to judge, both cieanliness and rest. I can also 
quite confirm what Mr. Symonds says as to the absence of dyspha- 
gia in cases where there is pressure from intrathoracic growth and 
aneurysm. I think the absence of dysphagia may sometimes be a 
rather striking feature in certain cases of cancer of the oesophagus 
where the stricture is not complete. As an old Guy’s man, I 
rather expected Mr. Symonds to tell the story that was in vogue 
there in our student days, of Astley Cooper, who after going 
through the medical wards at Guy's to see same special cases, had 
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his attention called to an old man, sitting up in bed, whose face, 
so far as appearances went, was obviously suggestive of cancer. 
Astley Cooper was told that none of the physicians could find out 
what was the matter with the old man, and he instantly replied, 
“Then he must have cancer of the oesophagus; he obviously has 
cancer, and this form of it is the only one which may give no 
symptoms.” 

Cases crop up like this every now and then, which are proved 
by post-mortem examination to have extensive malignant ulcera- 
tion of the oesophagus, and yet during life, though these patients 
obviously have cancer somewhere, there is no regurgitation, no 
difficulty in swallowing, and nothing to call attention to it. I do 
not know how frequently such cases may be, but still one must 
always bear in mind the possibility of their occurrence. 

Mr. H. B. Robinson :—I should like to emphasize a point which 
was made by Sir Felix Semon, and that is the great importance 
of the enlargement of the cervical glands in the diagnosis of malig- 
nant stricture of the oesophagus. Its importance struck me for- 
cibly in a case I saw a little time ago. The patient was a man 
I saw in private practice, who had a mass of enlarged glands just 
above the right clavicle ; he had great pain down the arm, but there 
was no suspicion whatever of his having any oesophageal disease 
at all, but when one went into the question and made a few in- 
quiries and passed a bougie, there was undoubted contraction of 
the oesophagus. His oesophageal symptoms had been ot so slight 
a character that the enlargement of the glands had _ never been 


thought to be in any way connected witha growth in the 
oesophagus. 


Another interesting case of oesophageal obstruction which is 
worth bearing in mind perhaps, although the obstruction was not 
in the oesophagus itself, but was caused by pressure outside it, was 

_ that of a man sent to me with very marked dysphagia. He was 
about forty-five. The only thing one could see that probably had 
relation to the dysphagia was the fact that there was some en- 
largement of the left lobe of the thyroid gland, but still, from 
what one was able to feel, one did not at the time think it could 
exert any great pressure on the oesophagus, though it was the only 
apparent cause of the difficulty in swallowing. Thinking there 
might be something deeply placed exerting pressure, I operated 
and found in the deep part of that gland a cystic adenoma, which 
was pressing right down between the trachea and the oesophagus 
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and indenting the anterior wall of the oesophagus. I removed it 
by shelling it out, and the man did perfectly well and has had no 
further symptoms of dysphagia from that day to this. 

Dr. J. Donelan :—I should like to ask Mr. Symonds whether he 
regards as absolute strictures those in the neighborhood of the 
stomach, in the lower part of the oesophagus, where it is impossi- 
ble to pass a tube and keep it in position for any length of time. 
I remember the very first case I ever saw of this kind as a qualified 
man was a case which illustrates the point brought forward by Sir 
Felix Semon, namely, the early occurrence of laryngea! paralysis. 
It was a case under the care of a distinguished specialist here, in 
London, and laryngeal paralysis had existed for six months. After 
a time I saw the patient, who said that for four days previously he 
suddenly lost the power of swallowing and had had no food since. 
I remember I tried to pass several kinds of bougies, but without 
success, and the only thing I was able to pass was the third string 
of a violoncello, which is very small, much smaller than any sound, 
This served afterwards as a guide for the passage of a straight 
feeding tube. I kept this in position for some days; the obstruc- 
tion was sixteen inches from the teeth. The tube I used for this 
man was a thin one—I don’t know now whose name was attached 
to it—but it was a French tube and very fine; it was much the 
shape of a Symond’s tube, but much thinner. During the six 
months that the patient lived afterwards it was retained in position. 
It was taken out on one occasion and there was very great difficulty 
in putting it back, but ultimately it was replaced and remained 
in position until the death of the patient. The second introduc- 
tion was facilitated by the use of cocaine; by passing the tube 
down as far as possible and then pouring a little cocaine solution 
through it. 

I should like to ask Mr. Symonds whether the similar use ofa 
solution of adrenalin might not be of some use in reducing the 
turgescence and facilitating the passage of a bougie or tube. 

We have lately had some three or four cases examined by means 
of the Réntgen rays, but in these the lower part of the oesophagus 
was the seat of disease, and whether in that situation it will be 
possible to arrive at any more definite conclusion than that already 
afforded by the passage of a bougie must be a doubtful matter on 
account of the greater size and number of the intra-thoracic struct- 
ures that are present. It does not appear to me that the Réntgen 
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rays in this situation can throw more light on the subject than the 
bougie. 

Dr. Dundas Grant :—I should like to add my tribute of indebt- 
edness to Mr. Symonds for the way in which he has marshalled 
so many points. I have selected from my memory some of the 
difficulties which I have experienced. 

The following occurred very early in my experience of general 
practice. The patient was a man of middle age who had increas- 
ing difficulty in swallowing. This difficulty varied a little in its 
intensity. The man was certainly getting thinner. I had then a 
consultation with the late Sir Andrew Clarke, who asked me to 
pass an oesophageal bougie, which I did without any very great 
difficulty ; but he discovered the presence of malignant disease in 
the abdomen. 

In another similar case which I have had more recently under 
observation, the patient had all the appearances of cancer of the 
oesophagus. I was unable to pass a bougie through it. Without 
examining the patient very much further I handed him over to 
a general surgeon, who was anxious to perform gastrostomy. On 
examining him with a view to that operation he found carcinoma 
of the liver. In these two cases the contraction of the oesophagus 
seems to have been reflex in origin; perhaps my experience with 
regard to these cases has been very exceptional, but I put it for- 
ward, and I shall be glad to know whether this is a frequent condi- 
tion simulating carcinoma of the oesophagus. Again, whether in 
this second case of mine the administration of chloroform would 
have helped to clear up the difficulty is an important question, be- 
cause if it would, I think it is a great argument in favor of ad- 
ministering an anesthetic in these cases. There was under my 
care some time ago a patient on whom I failed entirely to pass 
an oesophageal tube. He was fortunate enough to come into the 
hands of Mr. Symonds, and I understand that it was under an anes- 
thetic that he succeeded in introducing the tube, which gave the 
patient very great comfort for some time. Naturally the objec- 
tion to chloroform is the risk incurred by its use, and this is a 
serious factor which has to be reckoned with. I should suppose 
it was a coincidence in this particular case of Sir Felix Semons, 
which had such an unfortunate termination. But whether some 
involvement of the cardiac nerves makes chloroform more danger- 
ous in cases of oesophageal cancer is a point on which I think there 
is room for reflection. 
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In another case I was able to pass a large bougie with perfect 
facility, and ventured to give the opinion that there was no dis- 
ease of the oesophagus, but the patient died a few months later, 
and was reported to me to have been certified as dying from car- 
cinoma of the oesophagus. In another case, which I showed to this 
Society as one of primary malignant disease of the thyroid gland, 
and there was a general consensus of opinion that it was such. The 
patient died afterwards at Reading Hospital, and on post-mortem 
examination was found to, have extensive disease of the oesophagus 
certified as carcinoma of the oesophagus, though, indeed, this 
may have been secondary to the disease of the thyroid gland. 

With regard to those cases of spasmodic stricture of the oesopha- 
gus I have seen several cases where a considerable amount of dys- 
phagia has arisen from defective dentition, and I remember well 
the case of an old gentleman (a medical man) who catne to me 
on account of what he thought to be carcinoma of the oesophagus. 
On examination, I found that he had lost almost all his teeth, and 
I recommended him to get some artificial substitutes. Within a 
few weeks’ time after obtaining them there was pi ants recov- 
ery of the power of swallowing. 

With regard to the Réntgen rays, I saw a case | some tittle time 
ago in which a radiograph was taken; the quéstion for decision was 
whether there was by any chance aneurysm, but there was no pul- 
sation as reported by Dr. Mackenzie Davidson, who made the 
radiogram. A few weeks afterwards the patient died from a sud- 
den enormous hemorrhage, and at once the question arose whether 
this was not after all a mistaken diagnosis, death resulting from 
rupture of an aneurysm. I do not think it a very rare thing for 
oesophageal cancer to end fatally from hemorrhage, but I should 
be glad to know what is the experience of members with regard 
to that. 

There is one little therapeutic point which 1 have never. had an 
opportunity of carrying out, but in case it should have its value, [ 
venture to reproduce it for consideration. It was invented by the 
late Michael, of Hamburg, and is a kind of Hahn’s tampon trach- 
eotomy tube, in which the sponge is covered with very thin india- 
rubber, and some glycerine is introduced between the rubber and 
the sponge, so that it may dilate and be kept for a long time in the 
trachea without its getting sodden and soaked with decomposing 
foods. He states in a paper of his that for a year a patient with 
a fistula between the upper part of the trachea and the oesophagus 
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was kept alive after the introduction of this tube into the trachea, 
It remains to be questioned whether in a case of a fairly obvious 
fistula of this kind it is not a good treatment to do a tracheotomy, 
and introduce some such dilating tampon canula. 

Mr. President and Gentlemen, I have purposely selected my 
most unsatisfactory results, and I should be glad to hear how I 
may avoid them for the future. 

The President :—Gentlemen, I am sure we are all very much in- 
debted to Mr. Symonds for the able way in which he has brought 
before us our subject of discussion. His experience of the treat- 
ment of these cases of malignant stricture of the oesophagus is, 
of course, much larger than ours has been. There are one or two 
points, however, to which I would like to refer. He has men- 
tioned “oesophagoscopy.” I do not know, and I should doubt, 
whether it is of any particular value from the diagnostic point of 
view, but there is no difficulty in introducing a straight metal tube 
fitted with a rubber point down to the obstruction. Before using 
the tube I am in the habit of letting the patient sip some solution 
of cocaine. Cocaine thus applied also facilitates the introduction 
of bougies. 

In regard to the Réntgen rays, I had a case a short time ago 
under my care in which a skiagraph was taken, but, unfortunately, 
the rays did not give any very definite information. The case was 
confirmed post-mortem as one of malignant oesophageal stricture. 

The dangers of anesthetics in these cases have been mentioned 
by Sir Felix Semon and Dr. Dundas Grant, I cannot help think- 
ing that there is some peculiar danger in this class of cases from 
anesthesia. J remember a case a good many years ago where I 
was giving chloroform for gastrostomy and the patient very nearly 
died. Fortunately, we were able to bring him round, but the 
operation had to be stopped. I think possibly there may be some 
special liability to danger in these cases, or the danger may be due 
to the weak and exhausted state of the patient at the time of oper- 
ation. 

I should like to ask Mr. Symonds if he has any experience of 
radical treatment in cases of disease of the upper portion of the 
oesophagus? What are the results of oesophagectomy? Mr. 
Symonds, in bringing to our notice the subject of cancer of the 
upper part of the oesophagus, has included the same disease of the 
lower portion of the pharynx. There was a case under my care 
recently, a woman aet. 52, who came to the Brighton Throat and 
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Ear Hospital. On depressing the tongue, the top of a growth the 
size of a walnut could be seen at the lower back part of the 
pharynx. On examination with the finger, the growtn appeared 
to be pedunculated. Thinking it a suitable case for external ex- 
cision, I passed her on to Mr. Buck, at the Sussex County Hospital. 
Under chloroform, laryngotomy was performed and the growth 
was ligated round the pedicle and came off easily. It was found 
to be a squamous-celled epithelioma. Subsequently an external 
operation was performed on the left side, the pharynx exposed, 
and the growth excised with scissors, all the disease apparently 
being removed. The growth was found to extend just to the left 
aryteno-epiglottidean fold. The patient did perfectly well, and ex- 
cept for a slight attack of bronchitis after the operation there was 
no complications. ‘The wound healed admirably, but since her dis- 
charge from hospital, she developed on the right side of the epiglot- 
tis a further deposit of epithelioma which did not spread from the 
original growth but started as an entirely fresh nodule. The pa- 
tient declined further operation. 

I have not had a large experience of the use of tubes, but I feel 
more inclined to employ them since hearing Mr. Symonds’ very 
elaborate description of the method of employment. I should have 
been glad to have heard from him a few more particulars about the 
risks of gastrostomy. Patients always ask what are the risks in- 
volved in this operation. 

Mr. C. J. Symonds, in his reply, said:—I am much obliged tor 
the kind attention the Society has accorded my paper. I have to 
thank Dr. Tilley and Sir Felix Semon for raising the. question of 
laryngeal paralysis and its value as an early diagnostic sign of 
oesophageal stricture. On collating my experience for this paper, 
I found in most of my cases I was able to settle the question of 
diagnosis in other ways, but I have seen cases, though not similar 
to those related by Sir Felix Semon, where laryngeal paralysis has 
helped in diagnosis, and has been the symptom from which the 
patient has sought relief. I am much interested in the cases re- 
ferred to by members, and by Mr. Robinson’s especially, though 
certainly I have not come across a case similar to his. Of course 
I may have missed them, but I do not, speaking off-hand, recall 
any case where the enlargement of cervical glands has led me to 
diagnose malignant stricture of the oesophagus, and I am giad 
to learn of this case 5 

The only point of opposition I have had relates to the “spas- 
modic” type of case. And here let me explain that as I was open- 
ing a discussion, I purposely spoke somewhat positively, as I 
thought it would increase the interest otf the debate. The only 
case | have had which resembled Sir Felix Semon’s was that of a 
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woman who had had obstruction for some hours when I saw her, 
and it was only on several similar occasions that she experienced 
it, and in her there was a distinct spasm of the sphincter at the 
_ lower end of the oesophagus. I wanted to ask Sir Felix Semon 
at what part of the oesophagus he found his cause of obstruction. 
(Sir Felix Semon: “Middle.”) That I certainly have never found. 

With regard to the x-rays I have no experience whatever to 
offer, and 1 was glad to hear Dr. Beale’s answer to my suggestion, 
which confirms me in my experience that intra-thoracic diseases 
do not give rise to this trouble. 

I would suggest to Dr. Grant, who has asked for any means of 
assistance which would help him to clear up the difficulties which 
he has formerly experienced, that he should use the steel bulb. 
1 most certainly would have missed more than one case of ma- 
lignant disease of the oesophagus if I had not used it. This form 
(the elastic stem form with vulcanite bulb at each end was ex- 
hibited) I introduced some years ago for my own conventence more 
than anything else, and for use in the out-patient room. It an- 
swers, | find, very well indeed in diagnosing those soft strictures 
which will certainly hardly give any signs of their presence to the 
ordinary conical bougie. 

I was glad to hear Dr. Donelan refer to cases of stricture at the 
lower end of the oesophagus. The position I hold in regard to 
these cases I put very strongly, because I have been so disap- 
pointed with the treatment usually adopted. A long tube such as 
he described will answer the necessary purpose. Solis Cohn sent 
me an interesting paper giving a successtul case of treatment bv 
short tubes in a stricture at the lower end of the oesophagus, but 
it is unsatisfactory so far as my experience goes; and so I ad- 
vise such patients to have gastrostomy done early. 

With regard to the President’s case of epithelioma, that was not 
quite what I was referring to. I referred to cases where your 
only view of the epithelioma is as it creeps up helow the arytenoids 
directly in the middle line. It is so characteristic, being quite dif- 
ferent from cases of pharyngeal carcinoma, which begin on one 
side and creep round in the epiglottic folds. I doubt whether it is 
worth while excising these growths; they are very unsatisfactory, 
as they always recur. I think the patient has a better chance if he 

-is left alone. Although I have done these very big operations, 
one’s experience tends to make one put them on one side. 

The Coudé tubes are passed in the ordinary way; they are most 
valuable for stricture at the lower end. 

As to the question of the danger of gastrostomy which I am 
asked to answer, I am n6t prepared to do so at the present time. 
If performed at an early stage, it should involve very little risk 
indeed. I have been trying a plan lately, but whether or not it is 
going to prove sufficiently valuable, I do not know yet. My object 
is to make a better sphincter out of the rectus. 
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—Archiv. fur Laryngol., Band XIII, Heft. I. 


While the affections of the pharynx and larynx are much less 
frequent than those of the nose and bronchial tubes, still quite a 
number of authors have reported cases of a special form of pharyn- 
gitis and laryngitis. A peculiar condition of the tongue was 
thought by some to be almost pathognomonic. The peculiar fea- 
ture of this condition was that the tongue became opalescent. This 
opalescence sometimes extended over the whole tongue, while at 
other times it was present only in the middle or at the base, while 
the tip would be covered with rounded or oval spots. 

A number of authors reported dirty, grayish-white deposits on 
the tonsils, the soft palate, the pillars and the pharyngeal wall. In 
all these cases the influenza bacillus was found in the deposits. __ 

The affection of the larynx assumed the form of a macular de- 
posit on all the laryngeal tissues, most frequently on the talse cords 
and least frequently on the true vocal cords. Small, grayish, 
slightly elevated spots the size of a pin-head were seen scattered 
over the laryngeal surface. After a time in certain cases these 
spots seemed to coalesce. The deposit then had the appearance 
of thick, sticky mucus. In the cases subjected to, bacteriological 
examination the influenza bacillus was found. VITTUM. 
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Rheumatism of the Nose.—W. FREUDENTHAL, M.D.—Annals 


Otol., Rhinol. et Laryngol, May, 1902. 


A reiteration of views expressed eight years ago, that ‘the nasal 
articulations may be attacked by the rheumatic process. His con- 
tention hinges on the hypothesis, if we believe in a rheumatic 
origin of affections of the pharynx and larynx, we may as rea- 
sonably accept: this etiology as explanatory of certain manifesta- 
tions of nasal disease. Cases are cited of well marked rheumatic 
affection elsewhere accompanied by nasal pain, tenderness and 
obstruction, increasing or decreasing according to the exacerba- 
tion, or subsidence of the accompanying rheumatic process else- 
where. The author does not believe that rheumatism is due to 
any specific loccus. 


A Note on Osteophytes in the Nasal Chamber.—A. W. MacCoy 
M.D. :(Philadelphia).—7he Am. Jour. of the Medical Sciences 
Feb. 1902. 


The experience of the author leads him to conclude that: 

1. With an anesthetic with the little finger or a probe, certain 
osseous structures foreign to normal nasal condition may be found. 

2. That these osseous masses are osteophyles having the an- 
atomical structure of such bodies. 

3. That osteopyles, clinically, are new conditions to be consid- 
ered and studied. 

4. That in the operations for deflection of the nasal septum, 
iack of complete success may result from their presence. 

5. That osteophyes are loose in structure and readily removed 
with the proper instruments. F.C... 


Rhinitis Vasomotoria.—Orro ScHwipor.—Surgical Clinic, May ,’02. 


Starting with the belief that the causes of rhinitis vasomotoria 
are always to be attributed to irritants acting from without upon 
the nasal mucous membrane, and the olfactory nerves, he strongly 
recommends the employment of protargol in 2 to 5 per cent solu- 
tions in water, to be applied to the entire mucous surface by means 
of cotton carrying probes, massaging the parts thoroughly every 
day and later twice or thrice weekly. STEIN. . 
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LISTERINE 


The standard antiseptic for both internal and external use. 


NON-TOXIC, NON-IRRITANT, NON-ESCHAROTIC,—ABSOLUTELY SAFE, AGREEABLE AND CONVENIENT 


LISTERINE is taken as the standard of antiseptic preparations: The imita- 
tors all say, ‘‘It is something like LisTERINE.”’ 


BECAUSE of its intrinsic antiseptic value and unvariable uniformity, ListER- 


INE may be relied upon to make and maintain surgically clean—aseptic—all 
living tissues. 


IT IS AN EXCELLENT ana very effective means of conveying to the 


innermost recesses and folds of the mucous membranes, that mild and efficient 
mineral antiseptic, boracic acid, which it holds in perfect solution; and whilst 
there is no possibility of poisonous effect through the absorption of LISTERINE, 
its power to neutralize the products of putrefaction (thus preventing septic 
absorption) has been most satisfactorily determined. 

A special pamphlet on catarrhal disorders may be had upon application. 


For Diseases of the uric acid diathesis: 


LAMBERT’S LITHIATED HYDRANGEA 


A remedy of acknowledged value in the treatment of all diseases of the urinary i 
utility in the train of evil effects arising from a uric acid diathesis. A panini of wclippings” a 
editorials on this subject may be had by addressing: 


LAMBERT PHARIMACAL CO., ST. LOUIS. 


Be assured of genuine Listerine by purchasing an original package. 


CONTENTS. 


ORIGINAL COMMUNICATIONS. 


The Neighboring Parts of the Middle Ear and Their Infection. By Orro J. Sri, 
889 


The Results of Treatment of Laryngeal Cancer by Means of the X-Ray. By D. 
Bryson DEeLavan, M.D., New York... ....... 899 


A Case of Foreign Body in the Bronchus. By F. E. Hopkins, M.D., Springfield, 


Carcinoma of the Epipharynx. By Hanavu W. Logs, A.M., M.D., St. Louis......... g10 


Pneumatic Nasal Tampon and Splint. By C. A, Leenueer, Ph.G., M. D., 
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“THE ALLISON” 
SPECIALISTS’ CABINETS. 


(SUGGESTED BY DR. EDWIN PYNCHON:) 


Enable the physician to administer treatment without leaving his seat. 
They provide commodious drawers for instruments, protecting them 
from dust and moisture. (Fully described in Booklet ‘“P.”’) 

Catalogue “A” tells of our Tables, Cabinets and Chairs. 


mo, D. ALLISON CO., 


NEW YORK, 
85 B. Randolph St. Dept. A. 180 E. South Street, Indianapolis. 


No. 1 Madison Ave. 


The Purest Hydro-Carbon Oil ever introduced, combined with Benzoin as a base, for 
Medicating the Nose, Throat and Ear. 


ACUTE AND “LARYNGITIS 
CHRONIC PHARYNGITIS 
RHINITIS BRONCHITIS 
OZAENA OTITIS MEDIA 


UNCHANGEABLE—ODORLESS—COLORLESS—TASTELESS 
AND ABSOLUTELY BLAND AND NON-IRRITATING. 


BENZOINOL with Aristol BENZOINOL with Campho-Ph 
Cocaine Camphor-Menthol 
** Dr. 0. B. Douglas’s Formula Oil Cubebs 
list of Br. Bishop’s Formula ‘* Pine Needle 
**  Resorcin Oil Tar 
** Resorcin comp. Oil Wintergreen 
ee Plain ‘* Salol 
Combinati ‘* Camphor ‘* Terebene 
ONS ** Carbolic Acid  Thymol 
é ** Creosote ** fodine and Carbolic Acid 
‘* Eucalyptol ** fodine 
‘* Menthol ed  ledoform 


FOR LITERATURE AND SAMPLES ADDRESS 


THE BENZOINOL MFG. Co. STREET 


NEW YORK CITY. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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(Elixir Heroin and Terpin Hydrate) 


recognized value for the relief of irritations of the mucous membranes of the 
air-passages, their efficiency not being impaired by any objectionable features. 
Heroterpine is especially indicated in the treatment of dry bronchitis, asthma, 

and emphysema, in which it is desirable to secure both the soothing effect of 
| heroin and the expectorant and alterative properties of Terpin Hydrate. 


One dessert-spoonful of Heroterpine contains two grains of 
Terpin Hydrate and one-twenty-fourth of a grain of Heroin. 


We desire to call attention to the fact that the Elixir of Heroin and Terpin 
Hydrate was originated by us, and in order to distinguish our product, we 
have adopted the name ‘‘ Heroterpine.’’ We would ask our friends to 
kindly specify ‘‘Heroterpine-Schieffelin’’ when prescribing, and insist upon 
having the Schieffelin product dispensed. 


Schieffelin & Co., New York 


| Heroterpine is a combination, in an agreeable form, of two remedies of 
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Th P RS Invented by a nose and throat surgeon in 
e active practice. This is the only cuspidor in the 
market which will carry off vomited matters, cheyw- 
FOUNT AIN ing tobacco, etc. It is well made, and is the only 


cuspidor in the market adapted to the surgeon's 


EXTRACTS FROM LETTERS. 


Metropolitan Throat Hospital, New York ef July 15th, 1902, 
DEAR Doctor PETERS:—It is a pleasure to report to you that the two movable cuspidors furnished us are in every way 
most satisfactory. Very truly yours, G. B. HOPE, M. D. 
“T have received the Fountain Cuspidor and it is all in place and giving excellent satisfaction.” 
, f JOHN W. FARLOW, M. D., Boston, Mass. 
“The cuspidor arrived Saturday, 23d inst. in good shape. I had it put up yesterday and find it works all right, 
From an aesthetic as well as from a practical and useful standpoint I shall derive much pleasure from its service.” 
G. W. ROBINSON, M. D., Shreveport, La, 
“] have your cuspidor in use and think t the finest thing I ever saw.” 
W. K. MCLAUGHLIN, M. D., Jacksonville, Ill, 
“Your Fountain Cuspidor I had placed in my office a few days ago, and I am well satisfied with it.” 
JESSE W. HEDDEN, M. D., New York City. 
“The cuspidor is received and acts beautifully.” JAMES SAWYER, M. D., Asheville, N.C. 


“‘The capacity of these cuspidors and their durability especially recommend them for 
sanitarium and hospital use, although they are an ornament to any operating room. We 
have recently made great improvements in them.”’ 


These Cuspidors are adjustable in height from 20 to 28 inches. Hundreds of them have 


_ sold in all parts of the country. The bowl is 11 inches in diameter, its size adding to its 
utility. 


No Specialist’s 
Office Complete 
Without This 
Valuable 
Accessory. 


Never Out of 
Order. 


Never Accumu- 
lates Dirt. 
Aseptic and 
Ornamental. 


Saves Time and 
Trouble. 


The Stationary Type. SD The movable type. Waste carried 0 
Price, $30.00. ys through silk covered hose. Price $35.00. 


PETERS FOUNTAIN CUSPIDOR CO, 


LAFAYETTE, IND. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ADVERTISEMENTS. 


LEA’S MEDICAL BOOKS| 


NEW WORK. JUST READY. 
Grayson—Laryngology and Rhinology. 


A Treatise on Diseases of the Throat and Nose, including the Associated Affections of 
the Ear. By CuARLzs P. Grayson, M.D., Lecturer on and Instructor in Laryngology in the 
University of Pennsylvania. 
A book which is “all meat.” The author pre-eminently understands the art of clear condensation, a faculty which 
implies a grasp of the entire subject with each detail in proper place and proportion. A clear picture in an author's mind 
produces the same in his reader’s. Consequently Dr. Grayson’s book is easy to understand and apply. He has covered 


thé whole subject of Throat, Nose and associated affections of the Ear in a manner that gives space for the very full and 
-detailed therapeutical directions. 


Octavo, 548 pages, with 129 illustrations and 8 plates in black and colors. Cloth, $3.50, net. 


SECOND EDITION. REVISED AND ENLARGED. 
Coakley—Laryngology. 


A Manual of Diseases of the Nose, Throat, Naso-Pharynx and Trachea. By CORNELIUS 
G. CoaKLEY, M.D., Clinical Professor of Laryngology in the University and Bellevue Hospital 
Medical College, New York. 


Concisely covers its subject with particular attention to the more practical sections—Examination, Diagnosis and Treat- 
ment. The author has selected from the multiplicity of medicinal and operative measures those which in his judgment 
are best, and has given them in full detail. A special chapter on Therapeutics has been added. 


12mo, 556 pages, 103 engravings, 4 colored plates. Cloth, $2.75, net. 


READY NOVEMBER isT. 
Posey & Wright—Eye, Nose, Throat and Ear. 


A Treatise on the Eye, Nose, Throat and Ear. For Students and Practitioners. By Eminent 
American and English Authors. Edited by Wi111aM CAMPBELL PosEy, M.D., Surgeon to 
Wills’ Eye Hospital, Philadelphia, and JONATHAN WRIGHT, M.D., Laryngologist to the Brooklyn 
Eye and Ear Hospital, etc. 


The inclusion of gat area Rhiseteryngdlony and Otology in a single volume is a liarly advantageous combi- 
nation for practical purposes. The affections of these important organs are widespread and cognate, and they forma 
large share of general practice. A new work by the highest authorities in America and Great Britain is therefore certain 
to be welcomed for its usefulness, not only to specialists, but also to physicians atlarge. The itions held by its authors 
insure its wide adoption also as a text-book. On the certainty of this double demand, the pu lishers have felt justified in 
illustrating this great work lavishly, and will place its immense fund of written and pictorial information at a most 
moderate price. Special circular on application. 


Octavo, about 1200 pages, with 649 engravings and 35 full-page plates in colors and monochrome. 


Bacon—Otology. NEW (3p) EDITION. JUST READY. 


A Manual of Otology. By GorHam Bacon, A.M., M.D., Professor of Otology in Cornell 
University Medical College, New York. With an Introductory Chapter by CLARENCE J. BLAKE, 
M.D., Professor of Otology in the Harvard Medical School, Boston, Mass. 

Compact, clear, authoritative and practical, this manual has well merited the demand for three editions in four years, It 


is designed to answer the needs of general practitioners as well as students, and to convey a sound theoretical and 
knowledge of diseases of the ear, with full directions for applying the best treatment. 


. 12mM0, 437 pages, 120 engravings, 7 plates. Cloth, $2.25, net. 


For sale by all Dealers in Medical Books or sent, carriage paid, on receipt of price. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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HAS SHOWN ITS VALUE IN 


OF CASES OF 


DIABETES 


WE CAN AFFORD To STAND Some Loss IN TRADE 


We CANNOT AFFORD TOSTAND THE DAMAGE DONE - Br Sul SUBSTITUTION « 


DISHONEST DRUGGISTS ARE FILLING YOUR PRESCRIPTIONS WITH WORTHLESS 
LI2VIDS. SPECIFY ARSENAURO-~ ORIGINAL ONE Oz 
SEAL ON NECK) AND SEE THAT*YOUR PATIENT GETS IT- 

CHAS. ROOME PARMELE CO., 45 JOHN ST., N. Y. 


fauces and vaste and also eminently qualified as an analgesic in 
= dysmenorrhea, ovarian neuralgia, and allied conditions 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 


6 
Antikamnta& Codeine Tablets: 
| 
Consulted 
- 


ADVERTISEMENTS. 


EurekaNebulizer 


|" is the most perfect and desirable Nebulizer 
manufactured. With our seven years’ ex- 
perience in the manufacturing of Nebulizing 
apparatus exclusively, we are in a position to 
guarantee to the physician the most practical 
and successful Multi-Nebulizer for the treat- 
ment of all diseases of the respiratory organs. 
The busy physician wants something that has 
been tried; the Eureka is used by thousands of 
physicians and gives universal satisfaction. 


Write for illustrated and descriptive circu- 
lars showing the most elegant line of Com- 
pressed Air and Nebulizing Apparatus manu- 
factured. Address, 


THE EUREKA NEBULIZER, 
122 Kinzie STREET. CHICAGO, ILL. 


The Eureka Nebulizer (improved) I bought of you has 
given such entire satisfaction that I must write you this un- 
solicited testimonial. It is the most useful and practical 
apparatus I have ever used in the treatment of catarrhal 
affections of the nose, throat and ear. Every up-to-date 
eo feowrret be he specialist or general practitioner, should 
not hesitate to purchase one of these instruments. . 


J.T. HAMILTON, M.D., Kansas City, Mo. 
Professor of Clinical Optics ana Refraction. 


URES W 


An antiseptic, antispasmodic and prophylactic, to 
be vaporized for the treatment of WHOOP- 
ING COUGH, CROUP, BRONCHITIS, 
ASTHMA, DIPHTHERIA, and kin- 
dred diseases of the throat 
and air passages. 

It takes time to prove the value of a remedy ; CRESOLENE 
has twenty-one years behind it and the assurance of a vigorous ¢ 
and growing demand, beside the personal acknowledgment of 
many physicians that it is the best remedy, particularly for 

hooping Cough and Croup ever intro- & 
duced. The application of CRESOLENE is & 
simplicity itself. The Vaporizer acts from #& 
five to six hours without attention. The pa- Z 
tient simply breathes the medicated air of the ¥ 
room, The treatment being by inhalation 3 
does away with the necessity of waking the 3 
patient, which, in itself, is of sufficient im- } 
portance to warrant giving it atrial. CRES- ¥ 
OLENE may be used in connection 3 
with any other treatment, and is used 
with success in the treatment of Diphthe- 
ria, Scarlet Fever and Measles. 
CRESOLENE is a product of coal tar, of 
much greater antiseptic power than carbolic q 
acid. Send for descriptive booklet, contain- & 
ing physicians’ testimonials and price list. \ 
Physicians will be allowed a liberal discount, express paid 
on first order, and money back if not satisfied. 

York. 


Vapo-Cresolene Co., 180 Fulton St.. New 


WE CAN COLLECT 


Your old bills. We are turnin, 
into ready cash for scores 0} 


worthless accounts 
physicians in each 
state. The 
largest exclusive 


NO COLLECTIONS, NO PAY. 


Physicians’ Collecting Agency in the United States. 
Write for terms. 


Physicians’ Protective Assn., Kansas City, [lo. 


NOTICE.—To those of our subscri- 
bers who desire to complete their 


files of The Laryngoscope, we can 
offer back volumes as follows: 


Vol. V, July to Dec., 1898 _.....$2.00 
Vol. VI, Jan. to July, 1899... $2.00 
Vols, VII, Vill, 1X, X and XI, each, $1.50 


All postpaid. 
THE LARYNGOSCOPE, 
ST. LOUIS, MO. 


Apply to 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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ALOE’S 
COMPLETE AIR OUTFIT 


For A Limited Ti ime 
Only 


Our $22.50 No. 1 Complete 
Air Condenser Outfit as 
illustrated fov.......... $15.75 


Our $25 No. 2 Outfit as il- 
lustrated, with double 
outlet cross-cocks and 
gauge, fov.................... $17.00 


The double outfit is a conven- 
ience for using a nebulizer with- 
out detaching the springs. Re- 
ceiver and pump fully nickel 
plated. All parts of the outfit 
guaranteed first-class. 


ALOE'S GRADE SURGICAL INSTRUMENTS, 


PHYSICIANS’ SUPPLIES, CRUTCHES, SUPPORTERS, SILK ELASTIC STOCKINGS, MICROSCOPES, 
X-RAY MACHINES, MOTORS, ELECTRICAL APPARATUS, BATTERIES, ETC. 


A. S. ALOE CO., 414 N. BROADWAY, ST. LOUIS, MO. 


The Clark Glass Bowl Fountain Spittoon 


is the only one on the market adapted to the use of the Nose 
and Throat Specialist. We have sold them to prominent 
Physicians all over the world. Weare of the opinion that 
there is no complete office without one. Prices and terms 
on application. We sell them to responsible people on 
monthly payments when desired. 


j 5 BOWL 
: = LONDON ENGL. LAND 


A. C. CLARK & CO., 21 E. Randolph Street, CHICAGO. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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Beta-Eucain 


A LOCAL ANAESTHETIC FULLY EQUAL TO 
COCAIN, AND FREE FROM ITS DIS 
ADVANTAGES AND DANGERS. 


SCHERING’S FORMALIN LAMP 


FOR SICK-ROOM DISINFECTION AND DEODORIZATION. 


Schering’s Formalin Lamp is unsurpassed for the Prevention of Con- 
tagious Diseases by chemical combination with their noxious principles. 
It energetically sterilizes, purifies and deodorizes the air, producing a 
pure, refreshing, and odorless atmosphere in the sick-room. It is inval- 
uable in the Prevention and Treatment of Catarrhs of all kinds, Influ- 
enza, Diphtheria, Measles, Scarlatina, Whooping-cough, and other Zy- 
motic Affections, and is endorsed by the leading hygienists of the world. 

By the use of Schering’s Formalin Pastils, which are entirely innoc- 
uous, the danger of employing the caustic liquid Formalin is avoided. 


SCHERING & GLATZ, 58 Maiden Lane, New York, 


Literature furnished on application. Sole Agents for the United States. 


Glutol- “Schleich 


THE BEST FOR WOUNDS AND 

ERATION OF POR ALIN WHEN BROUGHT IN 
CONTACT Wit LIVING BODY CEL is. 


Urotropin 


THE SAFEST AND MOST EFFICIENT URIN- 
ARY ANTISEPTIC, URIC ACID AND 
CALCULUS -SOLVENT. 


Schering’s 
Glycero-P hosphates 


NERVE TONICS AND STIMULANTS. THEY ARE 
GUARANTEED TO BE TRUE GLYCERO-PHOS- 
PHATES, AND NOT MERE PHOSPHATES. 


EEE EE EEE EET 


Do DocTors DISAGREE 


In some cases they do. 

But the result derived by administering teaspoonful 
doses of Aletris Cordial three times daily, before and 
during gestation, has proven that the Medical Profession 
has arrived at only one verdict, and that is, they have to 
find the first case that has not been benefited by its use, 
as thousands of testimonials from reputable physicians 
will testify. | 


A FULL-SIZED BOTTLE SENT FREE TO ANY 
PHYSICIAN WHO WILL PAY EXPRESS CHARGES. 


RIO CHEMICAL CO., NEW YORK. 
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No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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THE GLOBE MULTINEBULIZER, 


DESIGNED BY DR. DUNLAP, ORIGINATOR OF 


VAPOR MASSAGE TREATMENT 


for Tuberculosis, Catarrhal Deafness, 
and all Affections of the Ear, Nose, 
Throat and Lungs. 


One of the Greatest Achievements of Modern 
Therapeutics. 


Metal Table $; 
Plate Glass Top 4 


(Gtobe) 


Sg Double Cylinder Lever 


\ 


( 


Uniformly successful in the hands of 

eneral practitioners as well as special- 
ists. The Globe Multinebulizer has In- 
VALUABLE FEATURES not found in any 
other appliance. 


Globe Multinebulizer Outfit No. 654,548. Write for reprints and full information. 


GLOBE MANUFACTURING COMPANY, 


Battle Creek, Michigan, U.S. A. 
Globe Nebulizers and Preparations are manufactured under the immediate supervision of Dr. Dunlap. 


VICTOR TRANSFORMER 


WITH THE PYNCHON EAR PUMP ATTACHED 
FOR THE 110 AND 220 VOLT DIRECT CURRENT. 


These Controllers deliver cau- 
te current, and current for 
lighting diagnostic lamps from 
separate binding posts, The 
motor used in connection with 
the transfcrmer is fitted so that 
a cable, sheath, and handpiece 
for nasal drilling can be attached; 
the speed of the motor is under 
perfect control. 


An Ear Pump is detachably 
connected to one end of the motor, 
This pump will give compress- 
ions. suctions or vibration as de- 
sired; the length of stroke is ad- 
justable and the range of speed is 
from 60 to 3000 strokes per minute. 
The entire outfit is substantially 
built and tastefully 
finished; can be at- 
tached direct to any 
lamp socket. There 
is no metallic connec- 
tion between the caut- 
ery knife and _ the 
supply current, thus 
its use is rendered ab- 
Price complete, Without solutely safe. 
Ear Pump, $60.00 
Price complete With 

Pynchon Ear Pump, $85,00 


We also Manufacture Electric Air Compressors, Motors, Cautery Transformers for Alternating Current, Etc. 


VICTOR ELECTRIC CO., 55-57-59-61 Market Street, CHICAGO, IL. 


No physician can afford to be indifferent regarding the accurate filling of his prescription. 
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Preparation—Par Excellence 
“Fellows” 


of 


| 


CONTAINS 


Each fluid drachm contains Hypophosphite of Strych- 
nine equal fo 1-64th grain of pure ne 


~ 


Offers Special Advantages 
in Anaemia, Bronchitis, Phthisis, Influenza, Neurasthenia, 
and during Convalescence after exhausting diseases. 


Dr. Milner Fothergill wrote: ‘‘It (Fellows? Hypophosphites) is a good all- 
round tonic, specially indicated where there is NERVOUS EXHAUSTION.” 


SPECIAL NOTE.—Fellows’ Hypophosphites is Never sold in Bulk, 
and is advertised only to the Medical Profession. Physicians are cau- 
tioned against worthless substitutes. 


Medical letters may be addressed to 


_ MR. FELLOWS, 26 Christopher St., New York. 
LITERATURE OF VALUE UPON APPLICATION. | 
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